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Multiple Severe Automotive Injuries 
George B. Johnson, M. D. 


High serum levels of antibacterial activity mean fewer treat- 
ment failures in severe infections or in infections only mar- 
ginally sensitive to penicillin. In other words, high “ABA” 
means... 


consistently dependable clinical results 


V-CILLIN 


(penicillin V potassium, Lilly) 


produces antibacterial activity in the serum against penicillin- 
sensitive pathogens which is unsurpassed by any other form of 
oral penicillin and is less affected by the presence of food in the 
stomach. 

Now at lower cost to your patient 
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AVacation from Hay Fever 
is a Real Vacation 


NIZ isa potentiated, balanced 
combination of these well known 
synergistic compounds: 
Neo-Synephrine® HCl, 0.5% 
— dependable vasoconstrictor 
and decongestant, 
Thenfadil® HCl, 0.1% 
— potent topical 
antihistaminic. 
Zephiran® Cl, 1:5000 
— antibacterial wetting 
agent and preservative. 


ANYWHERE ANYTIME 


Just a “poof” of fine NIz spray 


brings relief IN SECONDS, FOR HOURS 


NASAL SPRAY 
Supplied in leakproof,:* 


pocket size SSN 
squeeze bottles of 20 cc. ~~ 


LABORATORIES 
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A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 

The Pinebluff Sanitarium is situated in the sandhills of North Carolina acre 

ark of longleaf pines. It is located on U. S. Route 1, six miles south of beet and 

uthern Pines. This section is unexcelled for its healthful climate. 

— facilities are afforded for recreational and occupational therapy, particularly 
out-of-doors 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at an 
understanding of his problems and by adjustment to his personality difficulties or modifica- 
tion of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


RITTER... the finest for 


the profession! 


The Ritter Universal Table enables you to treat more 


patients more thoroughly, with less effort in less time. 
Here is the ultimate in examining table flexibility .. . 


easy to position . . . more comfortable for patients. 


The L-F BasalMeter offers 
fast, accurate BMR test- 


4 
ing. No graph, chart or | i 
slide rule needed. Pa- ' 
tient’s BM rate is read 
directly on meter. rf 


WINCHEST HR 


“CAROLINAS’ HOUSE OF SERVICE” 


WINCHESTER SURGICAL SUPPLY CO. WINCHESTER - RITCH SURGICAL CO. : 
119 East 7th Street Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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NEW UNEXCELLED TASTE 


SYRUP OF CHLORAL HYDRATE 


NEW RALDRATE NOW SOLVES THE PROBLEM 
OF TASTE RESISTANCE TO CHLORAL-HYDRATE 


10 Grains (U.S.P. Dose) of palatable lime flavored 


chloral-hydrate syrup in each teaspoonful 


RAPID SEDATION WITHOUT HANGOVER 


JONES and VAUGHAN, INC. richmonp 26, va. 
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Antivert stops vertigo 


moderate to complete 

relief of symptoms 

in 9 out of 10 patients’ 

Prescribe one ANTIVERT tablet (or 1-2 teaspoonfuls ANTIVERT syrup) 3 times daily, before 
each meal, for prompt relief of vertigo, Meniere’s syndrome and allied disorders. Side effects 


are short-lived, usually only harmless flushing and tingling associated with vasodilation. As 
with all vasodilators, ANTIVERT is contraindicated in severe hypotension and hemorrhage, 


Supplied: Small blue-and-white scored tablets (meclizine HCI 12.5 mg. and nicotinic acid 
50 mg.) in bottles of 100. Syrup (each 5 cc. teaspoonful contains meclizine HC! 6.25 mg. and 
nicotinic acid 25 mg.) in pint bottles. Prescription only. Bibliography available on request. 


Reference: 1. Scal, J. C.: Eye Ear Nose & Throat Month. 38:738 (Sept.) 1959, 


And for your aging patients=— New York 17, N.Y. 
NEOBON® Capsules Division, Chas. Pfizer & Co., Inc. 


five-factor geriatric supplement Science for the World’s Well-Being® 
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When 
You're Sick, 
Doctor, 


WHO TAKES CARE 
OF YOU? 


When you’re disabled by a sickness 
or accident, it can create a serious 
problem for you and your family. 
Chances are your professional income 
STOPS, but the need to provide for yourself and your family DOESN’T. 


You still must meet the bills that are normally a part of everyday living PLUS 
the extra burden of expense brought on by your illness or cccident. 


Mutual of Omaha's Professional Men’s Plan has the answer. Here’s coverage 
that provides a regular monthly income for as long as total disability lasts, whether 
it’s a week, a month or EVEN FOR LIFE! It’s especially designed to meet the needs 
of men in your profession. 


Why not get in touch with your MUTUAL of OMAHA General Agent today? 
He'll be glad to give you full details on this modern plan of protection. Of course, 
there’s no obligation. 


MUTUAL BENEFIT HEALTH & ACCIDENT ASS‘N. 


Home Office — Omaha, Nebraska 
V. J. Skutt, President 


THE LARGEST EXCLUSIVE HEALTH AND ACCIDENT COMPANY IN THE WORLD 


* G. A. RICHARDSON, General Agent * J. A. MORAN, Generel Agent 
Winston-Salem, N. C. Wilmington, N. C. 


* J. P. GILES, General Agent 
Asheville, N. C. 
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Cherniack and Cherniack— 
Respiration in Health and Disease 


A New Book! This fresh and unconventional ap- 
proach to the understanding of respiratory disorders 
bridges the gap between the technical treatises on 
Pulmonary Physiology and the purely descriptive text- 
books of Respiratory Diseases. It explains the mecha- 
nisms by which pathologic processes produce clinical 
findings. The authors first provide you with a sound 
understanding of the normal functioning of the respira- 
tory system, and then build on this base an explanation 
of important types of respiratory disorder, the mech- 
anism of development of each type of disorder, and the 
way in which such disorders produce symptoms and 


signs. Throughout the text the various explanations are 
illustrated by a series of diagrams and line drawings 
which interpret the authors’ ideas with remarkable 
clarity. You'll find coverage of scores of specific dis- 
eases including: Bronchial asthma—Atelectasis—Cysts 
of the lung—Pulmonary hypertension—Pleural effu- 
sion—Herniation of the mediastinum—Manifestations 
of diaphragmatic disease—Respiratory insufficiency. 


By Reusen M. Cuerniack, M.D., Assistant Professor of Medicine; 
and Louis Cuerniack, M.D., Assistant Professor of Medicine. 
Both at the University of Manitoba, Winnipeg, Canada. About 448 
pages, 6”x9'4”, illustrated. About $11.50. New—Just Ready! 


Fluhmann —The Cervix Uteri 


A New Book! This highly authoritative presentation 
is devoted solely to the cervix uteri and its diseases. 
Special attention has been directed to diagnosis, clinical 
manifestations, and both medical and surgical treat- 
ment. A richly illustrated introductory section empha- 
sizes clinical implications and applications of anatomy, 
embryology and physiology. Diagnostic procedures are 
illustrated and meticulously described. Dr. Fluhmann 
explains techniques of office examination, cytologic 
study, analysis of cervical secretions, the Shiller test, 
tissue biopsies, colposcopy and _ roentgenographic 
study. Coverage of carcinoma in situ and of invasive 


carcinoma is exhaustive. You'll find surgical treatment 
described and illustrated in precise detail. Criteria for 
making a choice between radiation and surgical man- 
agement is analyzed from every point of view. The 
final section on The Cervix During Pregnancy dis- 
cusses the Incompetent Cervix, Malignant Neoplasms 
during Pregnancy, Traumatic Lesions, etc. 


By C. Frepertc FLunHMANN, B.A., M.D., C.M., Chief in Obstetrics 
and Gynecology, Presbyterian Medical Center, San Francisco; 
Clinical Professor of Obstetrics and Gynecology, Stanford Univer- 
sity School of Medicine. 556 pages, 512”x10”, with 447 illustra- 
tions. About $12.50. New—Just Ready! 


Tenney and Little — Clinical Obstetrics 


A New Book! This sharply clinical book takes up 24 
problems which currently cause difficulty in the safe 
delivery of mother and child. Based on the present 
viewpoints and plans of management in effect at the 
Boston City Hospital and the Boston Lying-in Hospital, 
it reflects the authors’ own extensive experience in 
handling some of the most difficult and controversial 
situations in clinical obstetrics. You'll find full coverage 
of such timely problems as: Heart disease in pregnancy 
—Urinary tract infections—Blood incompatibilities— 
Pelvic tumors in pregnancy—Abortion—Tubal preg- 
nancy—Cesarian section—Analgesia and Anesthesia— 
Prolonged labor—Abnormal presentations—The use 


of low forceps and episiotomy—Prematurity—etc. In 
each discussion the authors first present the essential 
features of the problem itself, with indications as to its 
frequency and importance. They then go on to describe 
the clinical aspects of the condition with rich detail on 
recognition, diagnosis, differential diagnosis, manage- 
ment and prognosis. 


By Benyamin Tenney, M.D., Director, Department of Obstetrics 
and Gynecology, Boston City Hospital; Clinical Professor of Ob- 
stetrics, Harvard Medical School; and Brian Litrie, M.D., Boston 
Lying-in Hospital; Instructor in Obstetrics, Harvard Medical 
School. About 500 pages, 61/.”x934”, with 100 illustrations. About 
$9.00. ew—Ready in September! 


Order from W.B. SAUNDERS COMPANY 
West Washington Square, PhiladelphiaS 


SMG-8-61 


Please send and charge my account: 

0 Cherniacks’ Respiration in Health and Disease, about $11.50 
(0 Fluhmann’s The Cervix Uteri, about $12.50 

O Tenney & Little’s Clinical Obstetrics, about $9.00 
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drugs anonymous 


One of the several hastily conceived and potentially dangerous suggestions for 
reducing drug costs is generic-name prescribing. The proponents of generic-name 
prescribing claim that it will lower drug costs significantly and—through supervision 
by the Federal Government—provide quality equivalent to that of trademarked 
drugs. We maintain that these claims are false. Here are some authoritative answers 
to the principal questions posed by generic-name prescribing. 


How much money would be saved if all prescriptions were written 
for generic-name drugs? 


“The [Rhode Island] Division of Public Assistance examined 10,000 drug prescrip- 
tions for welfare recipients for the purpose of determining the actual savings . . . of 
generic versus trade-name drugs. The drugs had cost $28,000. Substituting generic 
drugs whenever possible would have provided a saving of less than 5 per cent. 
Syracuse has made a similar study of drug costs with comparable results.” 


Rhode Island Medical Journal, 
January, 1961 


Are the savings worth the risk of sacrificing quality? 


**, . . it is unsafe [to prescribe generically] because there is not sufficient policing of 
our standards. .. .” 


Lloyd C. Miller, Ph. D. 
Director of Revision of the U.S.P. 


The naive belief that, if a product was not good, the FDA would prohibit its sale 
is just not realistic. ... it is completely impossible for the FDA to check every batch 
of every product of every manufacturer. . . . Hence the integrity and reputation of 
the manufacturer assume unusual significance where drugs and health products 


are concerned.” 


Albert H. Holland, M.D. 
formerly Medical Director of the 
Food and Drug Administration 


Smith Kline & French Laboratories, Philadelphia Si 
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from 
HOSPITAL 
CARE 


to NORTH CAROLINA PHYSICIANS 


Over 1,200 North Carolina physicians have signed Blue Shield Participating Physician Agreements 
with the Hospital Care Association — in support of the action taken by the State Medical Society to 
sponsor the Association as an accredited agent of Blue Shield. 


Approximately 600 additional Participating Physician Agreements must be signed in order to meet 
the minimum requirement for National Blue Shield approval, i.e., 51% of all eligible physicians in 
the state. 


IF YOU HAVE NOT SIGNED A PARTICIPATING 
PHYSICIAN AGREEMENT WITH THE HOSPITAL CARE 
ASSOCIATION, WON’T YOU PLEASE SIGN AND RETURN 
THE ENCLOSED CARD TODAY? 


“You are urged to participate with the Medical Society in extending Blue Shield coverage 
through the Hospital Care Association, in the same way and to the same extent as is now 
being operated through the Hospital Saving Association . . .” 


Claude B. Squires, M.D., President 
Medical Society of the State of North Carolina 


North Carolina’s oldest hospital service plan, Hospital Care Association, 
has a current enrollment of 365,000 members . . . and will this year pay 
to hospitals and doctors of the state over $10 million in benefits. 


HOSPITAL CARE ASSOCIATION, Inc. 


HOME OFFICE — DURHAM 


DISTRICT OFFICES IN ASHEVILLE, CHARLOTTE, SALISBURY, GREENSBORO, DURHAM, 
RALEIGH AND NEW BERN _ REPRESENTATIVES IN OTHER PRINCIPAL CITIES 
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IN FUNCTIONAL G.I. AND 
BILIARY DISTURBANCES 

... TO EACH PATIENT 
ACCORDING TO THE NEED 


DECHOLIN-BB 


Hydrocholeretic « Antispasmodic « Sedative...to reduce 


TENSION and anxiety-induced dysfunction of G.I. and bili- 


ary tracts...and also relieve both smooth-muscle spasm and 
biliary/intestinal stasis 

butabarbital sodium 15 mg. ( gr.) 
(Warning—may be habit forming) 

dehydrocholic acid, AMES sp es 250 mg. (3%4 gr.) 
belladonna extract 10 mg. (% gr.) 


DECHOLIN 


with Belladonna 


Hydrocholeretic—Antispasmodic...to relax SPASM of 


smooth muscle of G.I. tract and sphincter of Oddi...and 
also counteract biliary/intestinal stasis 


dehydrocholic acid, AMES 250 mg. (3% gr.) 
belladonna extract mag, gr.) 


DECHOLIN 


Hydrocholeretic...to combat STASIS in bowel and biliary 
tract... by activating biliary function with a greatly increased 
flow of aqueous “therapeutic” bile 


; dehydrocholic acid, AMES 250 mg. (3% gr.) 
stasi 


Average adult dose: 1 or, if necessary, 2 tablets three times daily, 

Side effects: DecHOLIN by itself, or as an ingredient, may cause transitory diarrhea. Belladonna in AM ES 
DECHOLIN with Belladonna and DECHOLIN-BB may cause blurred vision and dryness of mouth. COMPANY, INC 
Contraindications: Biliary tract obstruction, acute hepatitis, and (for DecHoLIN with Belladonna and Elkhart + Indiano 
DECHOLIN-BB) glaucoma. 
Precautions: Periodically check patients on DEcHOLIN with Belladonna and Decuottn-BB for increased 

intraocular pressure. Also observe patients on DecHoLIN-BB for evidence of barbiturate habituation or 

addiction, and warn drivers against any risk of drowsiness. 

Available: DECHOLIN-BB, in bottlés of 100 tablets; DECHOLIN with Belladonna and DEcHOLIN, in bottles of 

100 and 500. 
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ADVERTISEMENTS XI 


Compliments of 


Wachtel’s, Inc. 


* 
Surgical 
Supplies 


* 


15 Victoria Road 
ASHEVILLE, North Carolina 


P. O. Box 1716 Telephone AL 3-7616 


THE SILVER HILL FOUNDATION 


New Canaan, Connecticut 
announces 


THREE-YEAR RESIDENCY TRAINING 
, PROGRAM IN PSYCHIATRY 


Approved by the American Medical Associa- 
tion and the American Board of Psychiatry 
and Neurology. 


Affiliated with Departments of Psychiatry 
and Neurology of the College of Physicians 
and Surgeons, Columbia-Presbyterian Medi- 
cal School, New York City. 


Ist year spent at Medical Center, New York, 
N. Y. 2nd and 3rd years at Silver Hill, New 
Canaan, Connecticut. Applicants also con- 
sidered who have completed one year or 
more of training elsewhere for our second 
or third year program. 


Emphasis placed on training of physicians 
for private practice of psychiatry, under 
experienced preceptors, Board Diplomates, 
with teaching background. 

yenerous compensation, opportunities for 
permanent staff appointment. Only out- 
standing applicants accepted. 

For further information and application 
form, write: William B. Terhune, M.D., 
Medical Director, The Silver Hill Founda- 
tion, Box 1177, New Canaan, Connecticut. 


Of special 
significance 

to the 
physician 


is the symbol 


When he sees it engraved 
on a Tablet of Quinidine Sulfate 
he has the assurance that 
the Quinidine Sulfate is produced 
from Cinchona Bark, is alkaloidally 


standardized, and therefore of 


unvarying activity and quality. 


When the physician writes “DR” 
(Davies, Rose) on his prescriptions 
for Tablets Quinidine Sulfate, he is 

assured that this “quality” tablet 

is dispensed to his patient. 


fi Rx Tablets Quinidine Sulfate Natural 
E 0.2 Gram (or 3 grains) 
Davies, Rose 


Clinical samples sent to physicians on request 


Davies, Rose & Company, Limited 
Boston 18, Mass. 
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Listen... good news! 


GET BROADER PROTECTION AGAINST CLAIMS 
RESULTING FROM PRACTICE OF MEDICINE 


with St. Paul’s Professional Liability Insurance 
Approved Carrier of North Carolina State Medical Assn. 


1. preader Protection. A Sv. Paul policy assures you For complete information on “broader protection” 
of complete “professional services” protection. Professional Liability Insurance see your nearest St. 


Paul agent. 
2. Absence of Exclusions. All professional liability : 
policies are not the same. The St. Paul policy has only St. Paul Fire and Marine Insurance Co. 


one exclusion—Workman’s Compensation. St. Paul Mercury insurance Co. 
3. Experienced, Sound Company. The St. Paul has NORTH CAROLINA OFFICES 


established an enviable record of competence extending ae! f Charlotte, EDison 2-1633 


over more than 100 years. O. Box 10426 


Effective Defense and Prevention. Close liaison pe 1330 St. Mary's Street 
Raleigh, Phone 834-3404 


with doctors and medical societies helps the Company to 
pinpoint areas of risk and to develop educational ma- HOME OFFICE 
385 Washington Street, 


rial which assists doctors in avoiding claims. Cre . 
te octors in avoiding claims 


APPALACHIAN HALL 


ESTABLISHED — 1916 
ASHEVILLE NORTH CAROLINA 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 


drug and alcohol habituation. 
Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 


laboratory facilities including electroencephalography and X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 


Wo. Ray Grirrin, Jr., M.D. Mark A. GriFFIN, SR., M.D. 
Rospert A. GrirFin, M.D. MarK A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, ASHEVILLE, N. C. 
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DOCTOR: this can be 
your office building... 
COMPLETELY FURNISHED, 


available in multiple units 


INCLUDES: 


furniture @ drapes and carpeting 

® separate E.K.G. circuits @ shadowless incandescent 
lighting © tamper-proof narcotics safe @ intercom and 
background music system @ file cabinets 

® air conditioning @ incinerator @ built-in refrigerator 
@ 43 built-in modular medical equipment cabinets 

@ medicine pickup @ built-in pharmacy doors 

® safe lite and X-ray developing tank ®@ stainproof 
work tops @ built-in clothes hamper @ built-in scales 
# sterile technique lav fixtures with soap dispensers 
built-in wastebaskets @ plus... 


...Just unlock the door and yow’re ready to see your first patient! 


DESIGNED FOR DOCTORS, Nc 
MEBUCO, INC. 


1481 Middle Bellville Road, Mansfield, Ohio 
date. 


Gentlemen: I am interested ! 


{] Send brochure. . 


, Have your representative 
, call me for an appointment. 
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Available only to physicians for their distribution— 


Complete Cholesterol Depressant 
Menus and Recipe Book 


A new, authoritative patient-aid . . . for professional distribution only 


Now available for use in your practice from 
The Wesson People . . . easy-to-use manual of 
40 pages, including all necessary diet instruc- 
tions . . . menus, recipes, shopping and cook- 
ing guidance . . . all worked out for you... 
so arranged and printed that you have only to 
check the desired daily calorie level before 
giving the book to your patient. 


You will find this book invaluable for treating 
patients with elevated serum cholesterol. 


Complete menus for 10 days enable you to 
prescribe diets which are appetizing, nutri- 
tiously adequate and which can exert choles- 
terol depressant activity. Special attention has 
been given to constructing the menu patterns 
So that they adhere as closely as permissible 
to the patient’s normal eating habits. 


NRC Standards fulfilled. Each menu has been 
calculated to provide the proper daily allow- 
ance of proteins, vitamins and other nutrients 
as recommended by the Food and Nutrition 
Board of the National Research Council. 


Weight control is achieved as each day’s menu 
is given at 3 calorie levels—1200, 1800 and 
2600 calories. You prescribe the level most 
desirable and modify as desired. 


Variety and appetite appeal for patient are 
built into the menu plan to an extent not pre- 
viously accomplished. Alternate choices for 
main dishes minimize monotony, encourage the 
patient to follow closely the menu plan you 
specify. 


Complete recipes—65 in all—are included to 
assure that the specified menus provide pre- 
scribed levels of calories, the pre-determined 


ratio of poly-unsaturated to saturated fat, plus 
essential nutrients. 


Poly-unsaturated Wesson is unsurpassed by any readily 
available brand, where a vegetable (salad) oil is medically recommended 
for a cholesterol depressant regimen. 


Dietary fat is controlled so that approximately 
36% of the total calories are derived from fat 
and at least 40% of these fat calories are from 
poly-unsaturated components (linoleates) as 
found in pure vegetable oil. The replacement 
of saturated dietary fat by this percentage of 
poly-unsaturated fat has been found in clinical 
studies most effective in the reduction of serum 
cholesterol and in its maintenance at desirable 
levels. More liberal menus are provided for 
maintenance after the patient’s progress in- 
dicates that desired therapeutic results have 
been accomplished. 


Family meal preparation is simplified. The 
menus are planned around favorite foods hav- 
ing wide appetite appeal for all members of the 
household. Patients can entertain in comfort— 
enjoy cakes, cookies, snacks, prepared with 
recipes which meet medical requirements. 


A high degree of satiety is achieved even at 
the lower calorie levels, because Wesson pro- 
vides an unexcelled source of concentrated, 
slow-burning food energy. 


Adaptable for use with diabetics. Carbohy- 
drates have been calculated to fall within the 
acceptable range for patients to whom a diet 
planned for diabetes is important. Calories, 
which must be supplied from fat when the 
carbohydrate intake is limited, are provided 
by desirable poly-unsaturated vegetable oil. 


WESSON’S IMPORTANT CONSTITUENTS 
Wesson is 100% cottonseed oil—winterized and of selected quality 


50-55% 


Linoleic acid glycerides (poly-unsaturated) 
Oleic acid glycerides (mono-unsaturated) 


Palmitic, stearic and myristic glycerides (saturated) .... 25-30% 
Phytosterol (Predominantly beta sitosterol) .......... 0.3-0.5% 
Never hydrogenated pletely salt free 
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USE THIS HANDY ORDER FORM 


The Wesson People, 210 Baronne St., New Orleans 12, Le. 


Please send free copies of 
“Your Cholesterol Depressant Diet Cook Book” for use with patients. 


ADDRESS. 


CITY. 
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It takes so little to trigger an asthmatic attack... 


it takes so little MO RE to control it... 


the simple addition of ATARAX to your classic anti- 
asthmatic therapy increases therapeutic success even in 


difficult patients Each MARAX tablet contains: ATARAX® (hydroxyzine HCl) 10 mg.—an 
antihistaminic tranquilizer beneficial in bronchial asthma and allergy." 
Ephedrine sulfate 25 mg.—to reduce congestion. Theophylline 130 mg. 

—for bronchospasmolysis. 


“Superiority of [MARAX] seems attributable to the inclusion in it of hydroxyzine in place of the conventional 
barbiturates.”2 In a series of patients generally refractory to the usual antiasthmatics, and who required 
steroids in order to obtain temporary relief, 70% showed good to excellent symptomatic relief with MARAX. 
Patients “...slept more comfortably and breathed more easily. The characteristic asthma wheeze was either 
markedly reduced or entirely relieved.”’? 


If your asthma patients do not respond to standard therapy, they may need the “little MORE” that 
MARAX offers. 


Usual adult dosage: One tablet 2 
to 4 times daily. Full prescription 
Information on request. Supplied: 
Bottles of 100 light blue, scored 
tablets. Prescription only. 
References: 1. Santos, |. M. H., and 
Unger, L.: Ann. Allergy 18:172 (Feb.) 
1960. 2. Chariton, J. D.: Ann. Al- 
lergy, In press. 3. Shaftel, H. E.: 
® Clin. Med. 7:1841 (Sept.) 1960. 
New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being® 
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mutually potentiating nonsteroid antirheumatics 
“superior to aspirin”? and with a “higher ‘therapeutic index’”? 


FREE 


When conservative steroid therapy is indicated — 


PABALATE-HC 


Pabalate with Hydrocortisone 


1. Barden, F. W., et al.: J. Maine M. A. 46:99, 1955. 
2. Ford, R.A., and Blanchard, K.: Journal-Lancet 78:185, 1958. 


A. H. ROBINS COMPANY, INC., RICHMOND 20, VIRGINIA 


In each yellow enteric-coated 
PABALATE lfablet: 

Sodium salicylate (5 gr.) 

0.3 Gm. 

Sodium para-aminobenzoate 

(5 gr.) 0.3 Gm. 

Ascorbic acid...... 50.0 mg. 


In each pink enteric-coated 
PABALATE-SODIUM FREE 
tablet: 


Same formula as PABALATE, 
with sodium salts replaced by 
potassium salts. 


In each light blue enteric-coated 
PABALATE-HC f¢ablet: 


Same formula as PABALATE- 
SODIUM FREE, plus hydrocor- 
tisone (alcohol) . . . 2.5 mg. 


Making today’s medicines with 
integrity... seeking tomorrow’s 
with persistence, 
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You see an improvement within a few days 
Thanks to your prompt treatment and the 
smooth action of Deprol, her depression 
is relieved and her anxiety and tension 
calmed — often in a few days. She eats 
well, sleeps well and soon returns to her 
normal activities. 


\ 
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Balances the mood—no “seesaw 
effect of amphetamine-barbiturates 
and energizers. While amphetamines 
and energizers may stimulate the patient 
—they often aggravate anxiety and 
tension. 


And although amphetamine-barbiturate 
combinations may counteract excessive 
stimulation—they often deepen depression. 


In contrast to such “seesaw” effects, 
Deprol’s smooth, balanced action lifts 
depression as it calms anxiety—both at the 
same time. 


Exper. Psychopath. In press, April-June 1960. 


Smooth, balanced action lifts 
depression as it calms anxiety... 
apidly and safely 


Acts swiftly — the patient often feels 
better, sleeps better, within a few 
days. Unlike the delayed action of most 
other antidepressant drugs, which may 
take two to six weeks to bring results, 
Deprol relieves the patient quickly — often 
within a few days. Thus, the expense to 
the patient of long-term drug therapy can 
be avoided. 


Acts safely — no danger of liver 
damage. Deprol does not produce liver 
damage, hypotension, psychotic reactions 
or changes in sexual function—frequently 
reported with other antidepressant drugs. 


Bibliography (13 clinical studies, 858 patients): 1. Alexander, L. (35 patients): Chemotherapy 
of depression — Use of meprobamate combined with benactyzine (2-diethylaminoethy! benzilcte) hydrochlo- 
ride. J.A.M.A. 166:1019, March 1, 1958. 2. Bateman, J. C. and Carlton, H. N. (50 patients): Meprobamate 
and benactyzine hydrochloride (Deprol) as adjunctive therapy for patients with advanced cancer. Antibiotic 
Med. & Clin. Therapy 6:648, Nov. 1959. 3. Beerman, H. M. (44 patients): The treatment of depression with 
meprobomate and benactyzine hydrochloride. Western Med. 1:10, March 1960. 4. Bell, J. L., Tauber, H., 
Santy, A. and Pulito, F. (77 patients): Treatment of depressive states in office practice. Dis. Nerv. System 
20:263, June 1959. 5. Breitner, C. (31 patients): On mental depressions. Dis. Nerv. System 20:142, (Section 
Two), May 1959. 6. Gordon, P. E. (50 patients): Deprol in the treatment of depression. Dis. Nerv. System 
21:215, April 1960. 7. Landman, M. E. (50 patients): Clinical trial of a new antidepressive agent. J. M. Soc. 
New Jersey. In press, 1960. 8. McClure, C. W., Papas, P. N., Speare, G. S., Palmer, E., Slattery, J. J., 
Konefal, S. H., Henken, B. S., Wood, C. A. and Ceresia, G. B. (128 patients): Treatment of depression — New 
technics and therapy. Am. Pract. & Digest Treat. 10:1525, Sept. 1959. 9. Pennington, V. M. (135 patients): 
Meprobamate-benactyzine (Deprol) in the treatment of chronic brain syndrome, schizophrenia and senility. 
J. Am. Geriatrics Soc. 7:656, Aug. 1959. 10. Rickels, K. and Ewing, J. H. (35 patients): Deprol in depressive 
conditions. Dis. Nerv. System 20:364, (Section One), Aug. 1959. 11. Ruchwarger, A. (87 patients): Use of 
Deprol (meprobamate combined with benactyzine hydrochloride) in the office treatment of depression. 
M. Ann. District of Columbia 28:438, Aug. 1959. 12. Settel, E. (52 patients): Treatment of depression in the 
elderly with a meprobamate-benactyzine hydrochloride combination. Antibiotic Med. & Clin. Therapy 7:28, 
Jan. 1960. 13. Splitter, S. R. (84 patients): Treatment of the anxious patient in general practice. J. Clin. & 


Dosage: Usual starting dose is 1 tablet q.i.d. When 
necessary, this dose may be gradually increased up to 
3 tablets q.i.d. 

Composition: 1 mg. 2-diethylaminoethy] benzilate hydro- 
chloride (benactyzine HCl) and 400 mg. meprobamate. 
Supplied: Bottles of 50 light-pink, scored tablets. Write 
for literature and samples. 


WALLACE LABORATORIES / Cranbury, N. J. 
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strains 
sprains 


buccal tablets 


can make 

{your patient/ 

recovery 
time/add 
comtort 


convalescence 
VARIDASE stimulates early fibrinolysis toreduceinflam- | 
mation, swelling and pain. Natural regenerative factors 
a penetrate the site to accelerate healing. A faster return to 
functional ability follows a more comfortable convales- 
; cence —a world of difference to your patient. ; 
: Precautions: VARIDASE has no adverse effect on normal blood 
‘ clotting. Care should be taken in patients on anticoagulants or with 
: a deficient coagulation mechanism. When infection is present, 
; VARIDASE Buccal Tablets should be given in conjunction with 
antibiotics. 
if Dosage: One buccal tablet four times daily usually for five days. To 
; facilitate absorption, patient should delay swallowing saliva. 
: Supplied: Each tablet contains 10,000 Units Streptokinase, 2,500 
: Units Streptodornase. Boxes of 24 and 100 Tablets. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Qa» 


STREPTOKINASE-STREPTODORNASE LEDERLE 
| 
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Major Hospital Policy 


Pays up to $10,000.60 for each member of your family, 


subject to deductible you choose 


Deductible Plans available: 
$100.00 
$300.00 
$500.00 


Business Expense Policy 


Covers your office overhead while you 


are disabled, up to $1,000.00 per month 


approved by 
The Medical Society of North Carolina 
for Its Members 


Write or Call 


for information 


Ralph J. Golden Insurance Agency 


Ralph J. Golden Associates Henry Maclin, IV 


Harry L. Smith John Carson 
108 East Northwood Street 
Across Street from Cone Hospital 
GREENSBORO, N. C. 
Phones: BRoadway 5-3400 BRoadway 5-5035 
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‘B. W. & Co.’ ‘Sporin’ Ointments 
rarely sensitize... 


give decisive bactericidal action 


for most ever 


ical bacteria. 


The combined spectrum 
of three overlapping 
antibiotics will eradicate 
virtually all known top- 


brand Ointment 


y topical indication 


Broad-spectrum antibac- 
terial action—plus the 
soothing anti-inflam- ; 
matory, antipruritic ben- | 

efits of hydrocortisone. | 


brand Antibiotic Ointment 


brand Antibiotic Ointment 


A basic antibiotic com- 
bination with proven | 
effectiveness for the 
topical control of gram- | 
positive and gram-nega- 
tive organisms. 


Contents per Gm. 


‘Neosporin’® 


‘Cortisporin’® 


‘Aerosporin’® brand 
Polymyxin B Sulfate 


Zine Bacitracin 
Neomycin Sulfate 
Hydrocortisone 


10,000 Units 
500 Units 


5,000 Units 
400 Units 
5 mg. 


5,000 Units 
400 Units 
5 mg. 

10 mg. 


Supplied: 


Tubes of 1 oz., 
Y% oz. and ¥% oz. 
(with ophthalmic tip) 


Tubes of 1 oz., 
Y% oz. and ¥% oz. 
(with ophthalmic tip) 


Tubes of '% oz. and 
Y% oz. (with 
ophthalmic tip) 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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THESE 52,000 
PEOPLE IN 

NORTH CAROLINA 
NEED MEDICAL HELP 


Heart disease, cancer, mental illness — everyone knows 
the nation’s three major medical problems. Do you 
know that alcoholism ranks fourth? In the state of 
North Carolina there are at least 52,000 alcoholics. 
These people need medical help. No one is in a better 
position to initiate and supervise a program of rehabili- 
tation than the physician who enjoys the confidence of 
the patient or the patient's family. 


ONE FOR THE ROAD BACK: 


LIBRIUM 


AN IMPORTANT AID IN THE TREATMENT AND 
REHABILITATION OF THE PROBLEM DRINKER 


During and after an acute alcoholic episode, Librium 
relieves anxiety, agitation and hyperactivity, induces 
restful sleep, stimulates appetite and helps to control 
withdrawal symptoms. The complications of chronic 
alcoholism, including hallucinations and delirium 
tremens, can often be alleviated with Librium. 


During the rehabilitation period, Librium makes the 
patient more accessible, strengthening the physician- 
patient relationship. Librium therapy helps to reduce 
the patient's need for alcohol by affording a construc- 
tive approach to his underlying personality disorders. 


Consult literature and dosage information, available 
on request, before prescribing. 


LIBRIUM® Hydrochloride —7-chloro-2-methylamir 


ROCHE 5-phenyl-3H-1,4-benzodiazepine 4-oxide hydrochiorn¢ 


LABORATORIES Division of Hoffmann-La Roche Inc. 
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GEVRESTIN 


Geriatric Vitamins—Minerals—Hormones—d-Amphetamine Lederle 


one capsule every morning supplements the diet to help achieve 
proper balance: # nutritionally « metabolically « mentally 


Each dry-filled capsule contains: Ethinyl 
Estradiol, 0.01 mg. * Methyl Testosterone, 
2.5 mg. * d-Amphetamine Sulfate, 2.5 mg. 
* Vitamin A (Acetate), 5,000 U.S.P. Units 
* Vitamin D, 500 U.S.P. Units * Vitamin 
Bie with AUTRINIC® Intrinsic Factor 
Concentrate, 1/15 N.F. Oral Unit ¢ Thi- 
amine Mononitrate (B:), 5 mg. * Riboflavin 


(Be), 5 mg. * Niacinamide, 15 mg. ¢ Pyri- 
doxine HCl (Be), 0.5 mg. * Calcium Panto- 
thenate, 5 mg. * Choline Bitartrate, 25 mg. 
* Inositol, 25 mg. * Ascorbic Acid (C) as 
Calcium Ascorbate, 50 mg. l-Lysine Mono- 
hydrochloride, 25 mg. Vitamin E_ (Toco- 
pheryl Acid Succinate), 10 Int. Units ¢ 
Rutin, 12.5 mg. ¢ Ferrous Fumarate (Ele- 


mental iron, 10 mg.), 30.4 mg. * Iodine 
(as KI), 0.1 mg. © Calcium (as CaHPOs), 
35 mg. * Phosphorus (as CaHPO;), 27 mg. 
¢ Fluorine (as CaF2), 0.1 mg. * Copper (as 
CuO), 1 mg. © Potassium (as K2SO.), 5 
mg. * Manganese (as MnOz2), 1 mg. * Zine 
(as ZnO), 0.5 mg. * Magnesium (MgO), 1 
mg. Supply: Bottles of 100 and 1,000. 


REQUEST COMPLETE INFORMATION ON INDICATIONS, DOSAGE, PRECAUTIONS AND CONTRAINDICATIONS 
FROM YOUR LEDERLE REPRESENTATIVE OR WRITE TO MEDICAL ADVISORY DEPARTMENT. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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In response to 
innumerable requests 
from dermatologists 


Winthrop Laboratories 
now makes available 


TRIQUIY 


FOR LUPUS ERYTHEMATOSUS AND 
LIGHT-SENSITIVITY ERUPTIONS 


WHAT IT IS: 
A combination of Atabrine® hydrochloride 
25 mg., Aralen® phosphate 65 mg. and 
Plaquenil® sulfate 50 mg. 


WHAT IT’S FOR: 
Treatment of lupus erythematosus (chronic 
discoid type) and polymorphic light eruptions 
(light-sensitivity eruptions, solar urticaria 
or dermatitis). 


HOW IT ACTS: 
Each of the three components produces 
beneficial response in lupus erythematosus 
and light-sensitivity eruptions. Since the dose 
of each of the Triquin components is very ous 
low, overall toxicity is reduced and clinical 
tolerance improved. Furthermore, the DOSAGE: 
three components appear to act 
synergistically. 


Lupus. Average initial adult dose, 1 or 2 
tablets after meals and at bedtime. Dosage 
should be reduced gradually at two week 
intervals to 1 or 2 daily. 


HOW SUPPLIED: Light-Sensitivity Eruptions. Average initial 
Triquin tablets in bottles of 100, sold on adult dose, 1 tablet after breakfast and 
prescription only. lunch. May be reduced after several weeks to 


maintenance dosage of 1 tablet daily. 
Write for TRIQUIN: booklet. 


Triquin, Atabrine (brand of Aralen of | chloro- uithrop LABORATORIES New York 18, N. 
quine), and (brand of h ks 


reg. U.S. P 
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this could be 1 
traveling by Custom Air-Ambulance Service 


You can use this custom-designed, twin-engine all-weather air ambulance to transport 
your patients at 200 miles per hour around the clock. The air ambulance has resuscita- 
tion equipment, a nine-hour oxygen supply, and a wide door specially designed for 
loading the stretcher and patient. The handsomely appointed cabin offers ample room 
for the patient, doctor and members of the family. Airline transport rated pilots are 
in command on every flight, assuring compiete safety. For full details write for 
brochure or call 


SPECIAL AIR SERVICES, Inc. 


P.O. Box 305 Alexandria, Virginia KIng 9-3146 
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—- CIGARETTES... 


It’s true. Kent’s enormous rise in popularity—with all the attendant maga- 
zine and newspaper stories—really put momentum to the trend toward filter 
cigarettes! 

So, Kent is the cigarette that made the filter famous. And.no wonder. 
Kent’s famous Micronite filter is made from a pure, all-vegetable material. 
A specially designed process at the P. Lorillard factory compresses this 
material into the filter shape and creates an intricate network of tiny channels 
which refine smoking flavor. 

Kent with the Micronite filter refines away harsh flavor . . . refines away 
hot taste . . . makes the taste of a cigarette mild. 

That’s why you'll feel better about smoking with the taste of Kent. 


© 1961 P. LORILLARD CO. 


A PRODUCT OF P LORILLARD COMPANY - FIRST WITH THE FINEST CIGARETTES - THROUGH LORILLARD RESEARCH 
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Introducing P HILIP ~ ROXAN E 


A new name in Pharmaceuticals 


Philips Roxane comes to you as a new name 

in American pharmaceutical manufacture. But 
our roots go deep. We have well-established 
resources in this country. In Holland and 
elsewhere in Europe, we have access to 
research from which substantial contributions 
have been made in the areas of human, 

animal and plant health. 


A wide range of new pharmaceuticals is now 
being developed which will have significant 
usefulness to you in your practice. 


For example, extensive studies are now being 
carried out in organic synthesis, vaccines, and 
radioactive isotopes. Some of these 
pharmaceuticals and biologicals are presently 
undergoing clinical trials in this country. 


One research project nearing completion is 

a measles vaccine, now undergoing extensive 
U. S. clinical trial. Another preparation, soon 
to be available, is a progestational agent 

which gives promise of offering distinct 
advantages over those presently available. 

A true progestin, it will have wide application in 
female disturbances without androgenic, 
estrogenic, or corticosteroid side effects. 


Philips Roxane has acquired affiliates 
throughout the United States, where research 
and development in human, animal and plant 
medicines are being greatly extended through 
their production facilities and sales 
organizations. 


The name Philips Roxane will become as 
familiar to you as the names of many other 

fine pharmaceutical houses in this country, 
whose products and people serve you faithfully. 


™ 
PHILIPS ROXANE, INC. COLUMBUS, OHIO of 
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HOW DILODE RM HELPS YOUR 


PATIENT WITH LESIONS RESPONSIVE TO TOPICAL STEROIDS 


lets him sleep- rapidly relieves itch and burning 
spares embarrassment- reduces 


inflammation quickly 


accelerates healing- to approx: 


imate skin’s acid mantle, helps restore normal pH 


saves money “" valve prevents waste, 


overmedication 


available variety forms 


— meets differing patient needs — Foam, Aerosol or Cream 


Now available, NEW 


™ 
15 Gm. economy-size 
dichlorisone acetate NEO-DILODERM Cream 
all forms also available with neomycin to combat infection _____ 


Available with or without neomycin: Foam Aerosol, 10 Gm. dispenser, 18.75 mg. dichlorisone acetate or 18.75 mg. dichlori- 
sone acetate with 37.5 mg. neomycin sulfate (equivalent to 26.25 mg. neomycin base); Aerosol, 50 Gm. container, 8.33 mg. 
dichlorisone acetate or 8.33 mg. dichlorisone acetate with 16.6 mg. neomycin sulfate; Cream, 5 Gm. tube, 2.5 mg./Gm. 
dichlorisone acetate or 2.5 mg./Gm. dichlorisone acetate with 5 mg./Gm. neomycin sulfate (equivalent to 3.5 mg./Gm. 
neomycin base). 

For complete details, consult latest Schering literature available from your Schering Representative or Medical Services 
Department, Schering Corporation, Bloomfield, N. J. 


6-796 JANUARY, 1968 
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See 
| | | | | both blood picture 


and patient respond to 


TRINSICON’ 
(hematinic concentrate with intrinsic factor, Lilly) 
For a rapid hematological response 
. . . striking clinical improvement 


Two Pulvules® Trinsicon daily are capable of 
producing in ten days an Hb and RBC re- 


sponse comparable to that obtained after a 
transfusion of one pint of whole blood. For 
potent, complete anemia therapy, prescribe 
Trinsicon . .. just 2a day for all treatable anemias. 


Two Pulvules Trinsicon (daily dose) provide: 


Special Liver-Stomach Concentrate, Lilly 
(containing Intrinsic Factor) . . . . 300 mg. 


Vitamin with Intrinsic Factor 
Concentrate, N.F.... . . 1.N.F. unit (oral) 


Cobalamin Concentrate, N.F., equivalent 


to Cobalamin. . . . 
(The three are clinically equiva- 


lent to 114 N.F. units of APA potency.) 


Ferrous Sulfate, Anhydrous. . . . . . 600 mg. 
(Equal to over 1 Gm. Ferrous Sulfate, U.S.P.) 
Ascorbic Acid (Vitamin . . . 150 mg. 
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Multiple Severe Automotive Injuries 


EVALUATION AND MANAGEMENT 


GeorGE B. Jonnston, M.D., F.A.C.S. 
ASHEBORO 


From January 1, 1951 through December 
31, 1960, there were 264,065 reported auto- 
motive accidents on the primary and sec- 
ondary road system in North Carolina, caus- 
ing 115,617 persons to be injured and 9,428 
to be killed'. During this same period of 
time in my home county of Randolph, lo- 
cated in the geographic center of the state, 
there were 6,945 traffic accidents, causing 
2,356 persons to be bodily injured and 175 
killed (table 1). 

A great majority of these injuries were 
treated at Randolph Hospital in Asheboro, 
a 100-bed general hospital. Most of the pa- 
tients were treated in the emergency room 
and allowed to go home, but 250 were clas- 
sified as seriously injured. This number in- 
cluded both single and multiple injuries. 
Patients with single injuries had one pre- 
dominant area of injury with one or more 
areas of lesser injury. Eighty-three persons 
had severe, multiple injuries involving more 
than one body system and/or more than 
one extremity injury. Of these 83 patients 
53 had injuries considered to be mutilating 
in type. Eighteen expired less than 24 hours 
after admission. In 14 patients the primary 
cause of death was severe craniocerebral in- 
jury; in 1, cardiac contusion and “wet” lung 
syndrome; in 2, retroperitoneal hemorrhage 
from torn kidney pedicle; and in 1, cor- 
onary occlusion, probably occurring before 
the accident. 

Twelve patients died after being hospital- 


Read before the Section of Orthopaedics and Traumat- 
ology, Medical Society of the State of North Carolina, 
Asheville, May 9, 1961. 


ized more than 24 hours. Craniocerebral in- 
jury was the primary cause of death in 4; 
lower nephron syndrome in 3; probable fatty 
embolus in 2; overwhelming sepsis and 
uremia in 1; retroperitoneal and intra- ab- 
dominal hemorrhage from torn kidney ped- 
icle in 1; a rapidly advancing venacaval 
thrombosis and bronchial pneumonia in 1. 
Twenty-three of those with mutilating in- 
juries and 30 with less severe multiple in- 
juries, were discharged ambulatory (table 
2). The most frequent combination of in- 
juries in our group of cases was that of 
craniocerebral and extremity long-bone in- 
juries. Next frequent was thoracic and ex- 
tremity injuries. Almost all of our severely 
injured patients had some degree of cranio- 
cerebral injury. In some cases, however, it 
was not the primary injury. 
General Observations 


There are no reliable stastistics which 
show the actual number or percentage of 
multiple injuries, but the impression is that 
they are becoming more common. In the in- 
vestigation of automotive crash injuries at 
Cornell University Medical College, 1,000 
injury-producing accidents in which 1,678 
occupants were injured were analyzed?. 
“Multiple injuries constitute the most com- 
mon pattern; actually, over 66 per cent of 
all injured persons suffered injuries to two 
or more bodily areas.”’ 

Despite the remarkable advance of med- 
icine since the beginning of the century, 
there is one field in which progress has 
been woefully slow—the care of the injur- 
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Table 1 


Accidents Occurring on Primary and Secondary 
Road System in North Carolina 


January 1, 1951-December 31, 1960 
N. C. Randolph Co. 


Number of Accidents 264,065 6,945 
Persons injured 115,617 2,356 
Deaths 9,428 175 


ed. One reason is that we are unable to 
evaluate the degree of malfunction of each 
body system in an individual who has su- 
stained severe multiple injuries. The com- 
binations of various degrees of injuries to 
different areas and systems could continue 
almost ad infinitum. 

Another reason for the lack of progress 
in this field is that automotive injuries in- 
terest only a few physicians. Great care is 
given to the patient with a cardiac defect 
who has had or is going to have open heart 
surgery. But the same teen-ager who comes 
to the emergency room at 2:00 A.M. after 
a “drag session” on the highway, and who 
may have had a few beers “to give him 
courage, is not afforded the same devotion 
or painstaking study. Since many accident 
victims are service patients, the burden 
of care usually falls to the resident staff, 
and in many instances this is probably for- 
tunate. The need for proper care constantly 
increases in this age of the machine. In 
1958 an evaluation of emergency room care 
in this country was undertaken by Cornell 
University Medical College, under the di- 
rection of Dr. Preston A. Wade, professor 
of clinical surgery and then chairman of 
the American College of Surgeons Commit- 
tee on Trauma. This committee became co- 
sponsor of the project along with the Amer- 
ican Hospital Association and the U. S. Pub- 
lic Health Service®. 

The purpose of the project was to evalu- 
ate the status of emergency care through- 
out the country and, from the data obtain- 
ed, to develop a standard for the organiza- 
tion of emergency facilities and services. 
We are seeing the evolution of the old “ac- 
cident room” into an emergency depart- 
ment which may become the medical cent- 
er of the future, whether we like it or not. 
We must be certain that our emergency 
facilities are adequate to accept the respon- 
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Table 2 


Automotive Injuries 
Treated at Randolph Hospital 


January 1, 1951- December 31, 1960 


No. Cases 

Single and multiple severe injuries 250 
Severe multiple injuries 83 
Mutilating injuries 53 
Expired 24 hours or less after 

hospitalization 18 
Expired after 24 hours hospitalization 12 
Discharged ambulatory 23 
Total number with multiple injuries 

discharged ambulatory 53 


sibilities which the public is placing upon 
ust. 


Preliminary Evaluation and Management 


Except for an occasional consultation 
with an out of town neurosurgeon, our pa- 
tients were handled from their entrance in- 
to the emergency room until their demise 
or discharge from the hospital by the gen- 
eral practitioner and general surgeon on 
call at the time, who acted as staff physic- 
ian, resident, intern, and occasionally as 
nurse and orderly. 

We found it extremely difficult to clas- 
sify these multiple injuries accurately ac- 
cording to severity in order to institute 
planned therapy. There seems to be no well 
documented formula by which one can pig- 
eon-hole each patient and treat him accord- 
ing to some preconceived plan which is 
tested, tried, and true. 

In evaluating an injured patient, it is 
helpful to know as much as possible about 
the accident. How fast was the car going? 
Was the patient thrown out? Was he in the 
front or back seat? Was he driving? 

Our most seriously injured patients are 
those who were thrown out of the vehicle 
and who usually sustained head injuries 
and mangled extremities. The driver is us- 
ually the less seriously injured passenger, 
but he is the one most likely to sustain 
cardiac contusion. 

It is also important to get a history of 
the patient’s state of consciousness since 
the accident, keeping in mind the “latent” 
period of epidural hemorrhage. With spinal 
injuries causing paralysis, it is important to 
know if the paralysis was immediate or de- 
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layed. If relatives are present—which they 
usually are—it is helpful to determine the 
history of any disease such as diabetes, 
heart disease, or allergy that may compli- 
cate treatment. For one reason or another, 
we are rarely able to elicit all the needed 
information. Usually the patient is brought 
to us, unconscious, at the emergency room 
with the history that he was in a “bad 
wreck” and was thrown from or pinned 
under the car, as the case may be. This 
helps, but it leaves a great deal to be desir- 
ed as far as history is concerned. 

In the management of the injured pa- 
tient, respiratory distress has the highest 
priority for attention and treatment. In our 
experience, it is most frequently caused by 
a flail chest or open thoracotomy. If the 
airway is obstructed by vomitus or impact- 
ed dentures, a tracheostomy may be life 
saving. 

Next in priority is severe external hem- 
orrhage. The site should be located immed- 
iately and controlled with hemostats or 
pressure dressings as indicated. Other meas- 
ures should be well coordinated, and several 
life saving procedures can be done simul- 
atneously by different members of the emer- 
gency team. The degree of shock should be 
evaluated early and appropriate measures 
instituted immediately. If extensive frac- 
tures or hemorrhage is present, blood should 
be cross-matched and administered as soon 
as possible. Dextran or some other suitable 
plasma expander may be started at once. 
Levophed (norepinephrine) has been found 
to be life saving in many instances until 
blood transfusions can be started. 

There seems to be no single, commonly 
observed clinical sign of shock that is re- 
liable. Its manifestations vary. Experience 
has taught that certain types of injury pro- 
duce shock. In the presence of these in- 
juries, even when the usual low blood pres- 
sure or weak, rapid pulse are absent, it is 
wise to institute shock therapy. In an effort 
to keep shock at a minimum, the patient is 
handled and moved as little as possible. Us- 
ually, in our institution, all emergency 
treatment is given and x-rays are made 
while the patient is on the ambulance 
stretcher, and. frequently he is taken to the 
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operating room on the same stretcher. Only 
those x-rays which are absolutely necessary 
at the time are done. Sometimes this rule is 
made difficult by demanding relatives who 
seem to think that an x-ray picture is a 
therapeutic rather than a diagnostic proce- 
dure. 


Detailed Examination and Treatment 


All clothing is removed, usually by cut- 
ting. The head is palpated and examined 
for blood or cerebral spinal fluid exuding 
from the orifices. The head is palpated for 
depressions, lacerations, and contusions. 
The cervical spine is examined and any 
tenderness or obvious deformity noted. The 
examination extends distally. The clavicles 
and chest are palpated for fractures, and 
the type of respiratory excursions is observ- 
ed. The abdomen is examined for contu- 
sions, discolorations, tenderness, and rig- 
idity. Pressure is made over the pubis and 
iliac crest. The extremities are then noted 
for deformities or limitation of motion. 


Head and thorax 


In the evaluation of head injury, the de- 
gree of unconsciousness is of primary im- 
portance. The changing picture of the state 
of consciousness, pulse, temperature, blood 
pressure is noted, as are the equality of the 
pupils, movement of the extremities, and 
depression of the deep tendon reflexes. 
Signs of localization of injury from subdural 
or epidural hematoma indicate a grave prog- 
nosis, and trephination may be a life saving 
procedure. It has been our experience, how- 
ever, that actual localization of brain injury 
from automobile accidents has been the 
exception rather than the rule. Usually, 
there is a vast brain contusion or laceration 
rather than a single localized hematoma. 
We do not elevate depressed fractures in 
silent areas of the brain immediately, but 
wait until more pressing problems are met. 
Open skull fractures and depressed frac- 
tures over dural sinuses and nonsilent areas 
of the brain have a high priority of opera- 
tive treatment. 

We next evaluate the chest, noting the 
quality of respiratory excursions, subcut- 
aneous emphysema, and paradoxical move- 
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ments of the flail chest. Fractured ribs are 
noted for point tenderness and pain is re- 
duced by intercostal nerve block. In the 
presence of subcutaneous emphysema, ten- 
sion pneumothorax should be guarded 
against. Needle aspiration of the chest may 
determine the need for underwater, inter- 
costal drainage. The demonstration of a 
flail chest usually necessitates the use of 
towel clips attached to the rib cage and 
suspended by overhead weight. 


Abdomen 


Intra-abdominal injuries are sometimes 
difficult to evaluate. In some cases the 
usual signs of massive injuries are lacking 
or overlooked because of shock, prostration, 
from more painful injuries elsewhere. Con- 
fusion may also occur during the early stage 
of an injury from the effort to differentiate 
intra-abdominal injury from abdominal wall 
injury. An upright roentgenogram of the 
diaphragm for free air will be helpful in 
determing the presence of a perforated hol- 
low viscus. 

Signs of increasing shock and increasing, 
non-shifting dullness, and bulging of the left 
flank may indicate splenic rupture. An ex- 
tremely helpful diagnostic procedure is 
needle apsiration of the abdominal cavity. 

Every severely injured patient should be 
catheterized and the urine examined. Usual- 
ly, gross blood means urethral or bladder 
injury. Microscopic evidence of blood may 
mean kidney damage. If injury of the blad- 
der is suspected, sterile saline is instilled 
into it and the amount of fluid returned is 
measured. If the amount is less, a leak in 
the bladder is suspected. Failure to pass the 
catheter usually signifies a torn urethra, 
and a suprapubic cystostomy is indicated. 
Microscopic blood is frequently found in the 
urine specimen of accident victims with 
severe multiple injuries. 

In order to evaluate the urinary tract 
more completely, an intravenous urogram 
and a cystogram are made when conditions 
permit, or when they seem indicated. Severe 
hemorrhage from a torn kidney pedicle is 
usually manifested by the presence of al- 
most irreversible shock, and immediate op- 
eration is indicated as a life saving. pro- 
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cedure. Frequently it is too late. Many cases 
of kidney fracture may be treated without 
operation. 


Extremities 


We believe that injuries of the extremi- 
ties present less of an emergency than in- 
ternal ones. Obvious fractures do not re- 
quire immediate x-ray studies or reduction. 
We believed that open fractures should be 
cleansed and debrided and splinted in the 
emergency room, then left open for opera- 
tive reduction at a more favorable time. In 
the patient with severe multiple injuries, 
we do not reduce even the closed fractures 
until his condition has become stabilized. 

Major injury to soft tissue is also less 
urgent than the previously menioned in- 
juries. They are usually cleansed and de- 
brided gently at the time of admission to the 
emergency room and closed at a more ap- 
propriate time. Minor lacerations can be 
closed in the emergency room under local 
anesthesia. 


Conclusion 


An ever increasing number of automotive 
injuries are being treated in our hospitals 
each year. Among them are a growing num- 
ber of multiple injuries of almost infinte 
variety, each testing the judgment of the 
attending physician to the limit. It is 
thought that these injuries can be handled 
best under the direction of a single well 
trained physician who is able to meet the 


demands of thoroughness and common 
sense, and who can make sometimes bold 


decisions rapidly and execute them ef- 
ficiently. 
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Survey of Poliomyelitis in North Carolina, 1959 


RosBert W. Darter, M.D.* 


PHOENIX, ARIZONA 


JacoB KooMEn, M.D. M.P.H.+ 


During 1959 the incidence of paralytic 
poliomyelitis in North Carolina increased 
sharply in contrast to the consistent decline 
observed each year since 1955. A similar in- 
crease in incidence was observed generally 
throughout the United States. Observations 
made in North Carolina during 1959 were 
compared with data from other years to de- 
termine possible reasons for the increase. 
This report provides comparative statistics 
on the disease for the past 20 years, and con- 
siders differences in the distribution by age 
and race during 1959 in contrast to that of 
previous years. 

In the years immediately before extensive 
use of the killed virus vaccine, poliomyelitis 
was reported primarily in white school-age 
children distributed rather uniformly 
throughout all socioeconomic groups!. Sub- 
sequent to the widespread use of vaccine, 
different trends in the epidemiology of 
poliomyelitis have become apparent in the 
United States. In several localized epidemics 
since 1955, a shift in age and race incidence 
has been demonstrated?. Statistics disclosed 
that cases were observed predominantly in 
children of preschool age and that attack 
rates among Negroes equalled or exceeded 
those among whites. The shift in age in- 
cidence was also manifest in the national 
statistics compiled by the Poliomyelitis Sur- 
veillance Unit of the Communicable Disease 
Center*. 


Methods 


Data pertaining to poliomyelitis morbid- 


From the Communicable Disease Center, Public Health 
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RALEIGH 


ity in North Carolina have been collected 
during the past 20 years by means of a re- 
port card system. The physician making 
the diagnosis submits a morbidity report to 
the health department in the county of the 
patient’s residence. The health department 
forwards the card to the Communicable 
Disease Control Section of the State Board 
of Health. The data are checked for com- 
pleteness, and any deficiencies are brought 
to the attention of the reporting health unit. 
Ultimately the intormation is transferred to 
IBM punch cards from which the statistics 
for cases reported prior to 1955 were com- 
piled. 

Prior to 1955 paralytic and nonparalytic 
cases were either not distinguished or were 
incompletely so. For this reason, all data 
presented for years prior to 1955 are for 
total cases of poliomyelitis. 

Beginning in 1955 an intensive poliomye- 
litis surveillance program was initiated in 
cooperation with the Communicable Disease 
Center. Each reported case of poliomyelitis 
was also reported to the Poliomyelitis Sur- 
veillance Case Records. Data required to 
complete each record were obtained, so that 
information about immunization _ status, 
paralytic status, and 60-day follow-up is 
accurate and complete. 

In addition, reports of suspected cases 
have been secured following the receipt of 
laboratory results from the State Labora- 
tory of Hygiene and the virus laboratory of 
the Department of Pediatrics of the Uni- 
versity of North Carolina Medical School. 
Death certificates were screened as to 
poliomyelitis. Occasional cases seen in or- 
thopedic or crippled childrens’ clinics for 
residual defects were reported. Close liaison 
has been maintained with the State Division 
of the National Foundation, and copies of 
requests for financial aid were forwarded to 
the CDCS by the National Foundation. 
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Table 1 
Age-And Race-Specific Attack Rates Per 100,000 Population 
For Poliomyelitis in 1940, 1948, and 1953 and Paralytic Poliomyelitis 
In 1955, 1957, and 1959, North Carolina 


No. Cases 


Age and Race 
10-14 


Age Group and Race 
10-14 


1940 
1948 
1953 
1955 
1957 2.1 
1959 9.0 


2.4 

4.9 76.2 

18 20.8 
3.3 0.7 4.8 2.1 
0.4 0.4 0.9 1.9 
2.5 2.7 4.7 10.4 


Because of the precise data available since 
1955, statistics covering this interval are 
expressed in terms of paralytic cases only. 

For the calculation of rates, yearly pop- 
ulation estimates made by the Statistics 
Section of the State Board of Health were 
employed. Between 1940 and 1950 the year- 
ly change was calculated. Since 1950 a 
straight line projection of the 1940-1950 
change has been used. The age-specific pop- 
ulation estimates were similarly made. 

In tabulating the immunization status of 
the cases reported in 1959, it was decided 
that individuals receiving their first dose 
of killed virus vaccine within 10 days of 
onset would be considered unimmunized, 
since the inoculation would have been given 
during the probable incubation period of 
the disease and would not have contributed 
to their immunity. Eight persons with par- 
alytic disease fell in this category. Only 
three persons received second doses of the 
vaccine within 10 days of onset. Since per- 
sons with one or two doses of vaccine are 


grouped together, no distinction regarding 
immunization status was made. 


Observations and Discussion 


Until the epidemic year, 1944, the age 
distribution of poliomyelitis in North Caro- 
lina tended to resemble that of classic in- 
fantile paralysis. Half or more of the cases 
reported up to this time occurred in chil- 
dren under 5 years of age. Beginning in 
1944 an increasing proportion of cases oc- 
curred in school age children and young 
adults. This trend paralleled that of the 
United States as a whole. Attack rates in the 
0-4 and 5-9 age-group were approximately 
equal between 1944 and 1954. 

Between 1940 and 1954 the proportion of 
cases in Negroes did not exceed 20 per cent 
of the total reported cases, nor was the at- 
tack rate in Negroes ever as high as that 
in whites for any age-group. 

Following extensive use of the killed 
virus vaccine in 1955, changes in the epi- 
demiology of poliomyelitis became apparent 


Year 
3 0-4 5-9 15-39 Total 
‘ w NW w Nw W NW Ww NW Ww Ww 
q 1940 35 8 14 2 10 2 2 1 61 13 be 
; 1948 984 155 619 68 303 33 197 26 2,103 282 a 
‘ 1953 313 43 247 18 140 8 145 8 845 77 2 
: 1955 62 15 41 4 14 1 43 3 160 23 2 
1957 12 16 4 3 3 1 6 2 25 22 4 
1959 82 69 30 22 9 16 35 12 156 119 q 
Rates 
Year 
0-4 59 15-39 Total 
Ww NW Ww Nw NW w NW w w 
1.7 3.6 1.6 is 
54 115 28 
“4 13 51 6.7 a 
2.9 4.6 1.2 
16 3.1 13 
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Table 2 


Reported Cases of Paralytic Poliomyelitis by Age 
Group, Race, and Immunization Status, 
North Carolina, 1959 


White 

Age Group Doses of Vaccine 

0 1 or 2 3+ Total 
0-4 53 18 11 82 
5-14 16 9 14 39 
15-44 29 ‘4 1 37 
Total 98 34 26 158 

Non-White 

Age Group Doses of Vaccine 

0 1 or 2 3+ Total 
0-4 49 16 4 69 
5-14 26 6 6 38 
15-44 10 2 0 12 
Total 85 24 10 119 


in North Carolina. The number of paralytic 
cases reported yearly dropped from 183 in 
1955 to 37 in 1958. The age contributing the 
Majority of the cases shifted from school age 
children to preschool children. The propor- 
tion of cases in the Negro rose from about 
12 per cent in 1955 to 45 per cent in 1957. 
Age- and race- specific attack rates par- 
alleled the changes in the number of cases. 
Data presented in table 1 show age- and 
race-specific attack rates for four age 
groups. All cases of poliomyelitis are includ- 


e TYPE I VIRUS 
x TYPE III VIRUS 
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ed for 1940, 1948, and 1953; paralytic cases 
only are shown for 1955, 1957, and 1959. 


Paralytic and nonparalytic cases 


Of 314 cases of poliomyelitis reported dur- 
ing 1959, 277 were paralytic and 37 were 
nonparalytic. This was the largest number 
of paralytic cases reported since distinction 
between the two forms has been accurately 
reported. In table 2 the number of paralytic 
cases is shown by age group, race, and im- 
munization status. More than one-third of 
these cases occurred among unimmunized 
children under the age of 5. This age group 
accounted for more than half the total num- 
ber of reported paralytic cases. The age dis- 
tribution is similar to that seen prior to 1944 
and in 1957 and 1958. 

Paralytic poliomyelitis was reported from 
60 of 100 countries in the state in 1959. As 
indicated in figure 1, the preponderance of 
cases occurred in only a few counties. 
Tables 3 and 4 indicate the race-specific at- 
tack rates for paralytic poliomyelitis in 
some of these areas and indicate the type of 
virus associated with the outbreak. 


Types of virus 


More than a third of the cases reported 
in 1959 were confirmed by isolations of the 
virus. Type 1 virus was recovered from &8 
cases in 35 counties. Type 3 virus, on the 
other hand, was recovered from 16 cases 


City of 
ROCKY MOUNT @@ 


Fig. 1. Geographic distribution of cases of paralytic poliomyelitis and positive virus isolations in 


North Carolina, 1959. 
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Table 3 


Race-Specific Attack Rates Per 100,000 Population and Predominant 
Virus Type For Paralytic Poliomyelitis in Selected Geographic Areas 


North Carolina, 1959 


Cases 


4 


Area 


Rates 
Total 


Virus Type 


Bladen County 

Rockingham County 

Wake County 
Raleigh 

Wayne County 
Goldsboro 

Wilson County 
Wilson 


36.8 


Table 4 
Cases and Race-Specific Attack Rates Per 100,000 Population and Predominant Virus Type of 
Paralytic Poliomyelitis for Geographic Areas Including Military Installations 
North Carolina, 1959 


Cases 


Rates 


Area Ww NW 


Military Total W NW 
Dependents 


Military Total Virus 


Dependents 


Craven County (4) 
Cherry Point 

Cumberland County (18) 
Cumberland Co. 
less Ft. Bragg 7 (12) 
Fort Bragg (6) 
Fayetteville 6 (10) 
Cumberland County 
less cases in (2) 
Fayetteville & 
Fort Bragg 

Onslow County (6) 
Camp Lejeune 6 (6) 
Onslow Co. less 
Camp Lejeune 5 (3) 


10 10.5 28.6 


(All cases reside off the Base proper) 
29 21.6 24.4 


16.5 


5 8.9 Ta 


Cases and Race-Specific Attack Rates Per 100,000 Population and Predominant Virus Type of 
Paralytic Poliomyelitis for Robeson County, North Carolina, 1959 


Paralytic Cases 


Rates per 100,000 


White Negro Indian Total 


White 


Negro Indian Total Virus Type 


7 1 12 20 


17.4 3.0 48.2 20.4 1 


distributed in 9 counties. Type 2 virus was 
not recovered. The geographic distribution 
of virus types is shown in figure 1. Interest- 
ingly, type 3 virus was recovered from 7 
paralytic cases in Wake County; but there 
seemed to be no epidemiologic correlation 
between cases, as they were widely scat- 
tered for the most part. Immunized indiv- 
iduals did not seem to account for an un- 
expectedly large proportion of cases attri- 
butable to type 3 virus. 


Other viruses recovered included Cox- 
sackie B-2, B-4, and B-5 and ECHO 1 and 9. 
Coxsackie B-4 virus was recovered repeat- 
edly from the stool of a 10 year old girl 
who continued to have significant paraly- 
sis 60 days following the onset of illness. 
This girl had received four doses of polio- 
myelitis vaccine. 


Studies of specific outbreaks 


Several of the 1959 outbreaks were stud- 


— a 

q = NW Total w NW 
15 17 10.6 113.5 54.4 1 
4 i 6 19 22.7 43.2 26.7 1 a 
4 9 13 3.4 20.9 8.1 3 
‘ 4 6 3.2 20.1 7.2 3 = 
2 7 12.2 6.9 10.0 1 - 

4 28.5 15.8 1 
7 8 2.8 30.6 13.7 1 % 
4 4 15.1 1 
15.4 1 
22.3 1 
6 51.2 16.1 
20 43.5 32.2 39.4 
3 3.1 0 8 
: 7 3 
11 19.6 17.1 1 oe 
6 51.2 14.3 
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ied in greater detail to determine if particu- 
lar groups of individuals were contributing 
proportionately large numbers of cases, or 
if these outbreaks exhibited patterns differ- 
ent from those inferred from data for the 
entire state. 

The Negro population of Bladen County 
provided the highest attack rate observed 
in the state. Investigation disclosed that 
most cases occurred in a rather small area 
of the county inhabited largely by rural 
Negroes. Contact between all but one of the 
cases in this county could be demonstrated. 
The association ranged from direct personal 
contact between cases to remote interfamily 
contact by a single member. In one instance 
the virus was apparently spread from one 
community to another by members of 
households in which there were no clinical 
cases. 

Poliomyelitis outbreaks were observed in 
association with three of the four military 
installations in North Carolina. Data for the 
three counties in which these outbreaks oc- 
curred show that 31 of 50 cases were re- 
lated to the military installations (table 4). 
Comparison of attack rates for Cumberland 
County, the site of Fort Bragg, showed that 
the vast majority of poliomyelitis cases in 
the county, other than those on the mili- 
tary reservation, were reported in the city 
of Fayetteville. Half of these occurred in 
military personnel or their dependents. In 
fact, 18 of 29 paralytic cases in this county 
occurred in persons associated with Fort 
Bragg. 

The outbreak of paralytic poliomyelitis in 
Robeson County deserves special mention 
because the Indian population of this coun- 
ty contributed most of the cases. 


Immunization status 


Table 5 shows the immunization status 
of cases observed in these three outbreaks. 
Most cases occurred in unimmunized or in 
incompletely immunized individuals. The 
military dependents in Cumberland County 
might be considered relatively poorly im- 
munized considering their ready access to 
vaccine. 

The results of four poliomyelitis immun- 
ization surveys in North Carolina are shown 
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Table 5 
Immunization Status of Cases of Poliomyelitis 
In Selected Population Groups And 
Geographic Areas 


Doses of Killed Virus Vaccine 


Population 
0 1 2 3 4 Total 

Cumberland County 
Military dependents 67* 5 3+} 4} 18 
Civilian 5 arta: 11 
Robeson County 
Indian 8+ 32 1l 
White 6 1 7 
Bladen County 
Negro 2°32 15 


* + Indicates one death 


in figures 2, 3 and 4. These surveys were 
conducted according to the quota sampling 
technique described by Serfling and others 
in 1959. The percentage of individuals with 
three or more doses of killed virus vaccine 
and those with no vaccine is indicated for 
various age groups by race. The school age 
population, 5-14 years old, was by far the 
best immunized group in each area for both 
races. Variations in immunization status be- 
tween areas for this group were quite small. 
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Fig. 2. Percentage of persons with three or 
more and those with no inoculations of killed 
virus vaccine, by age group, race, and area of 
residence—Halifax County, September, 1959. 
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Fig. 3. Percentage of persons with three or 
more and those with no inoculations of killed 
virus vaccine by age group and race—Raleigh, 
January, 1960, and Gastonia, April, 1960. 


Pre-school age Negroes were invariably the 
most poorly immunized group of children in 
each area surveyed. The group also provid- 
ed the state’s highest age-and race-specific 
attack rate. 

Analysis of reports obtained 60 days or 
longer after onset of illness failed to reveal 
significant differences in residual paralysis 
between vaccinated and _ unvaccinated 
groups. Because of the small numbers in 
some of the categories, the status groups 
listed in the Surveillance Case Report were 
further combined for analysis. Complete re- 
covery and minor involvement were group- 
ed together, as were severe disability and 
death. Significant disability was treated in- 
dependently. Patients in these three cate- 
gories were analyzed according to those 
over and those under age 5, and according 
to those who had received no vaccine, those 
who had had one or two doses, and those 
who had had three or more doses. Of inter- 
est in this analysis is that 10 of the 21 
deaths reported occurred in the adults 15 to 
39 years of age. The case fatality rate for 
this group was 21 per cent. 
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Fig. 4. Percentage of persons with three or 
more and those with no inoculations of killed 
virus vaccine by age group and race—Hickory, 
Newton-Conover, and rural Catawba County, 
June, 1960, 


Estimate of vaccine effectiveness 


Various estimates of the effectiveness of 
killed virus vaccine have been made. One 
is the use of effectiveness ratios calculated 
by determining the attack rates for specific 
age groups of unvaccinated persons, by ap- 
plying these rates to the estimated vaccinat- 
ed population to obtain an “expected” num- 
ber of cases, and finally by comparing these 
expected numbers with the observed cases 
and calculating the percentage of reduction. 
It is believed that this method gives a less 
biased estimate of vaccine effectiveness 
than that obtained by calculating the rela- 
tive reduction in expected cases from both 
the total population and the total number 
of observed cases. The former method has 
led to estimates ranging from 0.82 to 0.93 
for three doses of killed virus vaccine, de- 
pending on the age group’. 

This estimation of effectiveness requires 
a valid estimate of the proportion of the 
population immunized. In North Carolina, 
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POLIOMYELITIS—DARTER AND KOOMEN 


Table 6 
Statewide Estimate of Immunization Status Against Poliomyelitis 


By Age Group and Race, North Carolina, 1959 


Age Group and Race 


Doses of Killed Virus Vaccine 


None 


One or Two 


Three or Moore 


Unknown 


White 17.2% 
Non-white 39.5 
White 4.1 
Non-white 9.2 
White 48.1 
Non-white 56.6 


22.8% 59.5% 0.6% 
23.4 38.1 1.9 


8.3 87.4 0.1 
16.7 71.4 2.7 
10.5 39.7 
11.2 27.3 4.7 


Comparison of Attack Rate Ratio Non-White to White and Proportion of 


Non-White to White Population with no Immunization by Age Group 
North Carolina, 1959 


Age Group and Race 


Ratio, Non-White to White 


Attack Rates 


Unimmunized Population 


0-4 
5-14 
15-44 


2.3 
2.2 


1.2 


the results of the four immunization sur- 
veys have been combined in table 6 to pro- 
vide an estimate of the statewide immuni- 
zation status of the various age groups. Ob- 
jections to this type of estimate are several. 
First, equal numbers of individuals in each 
of several socioeconomic subgroups are se- 
lected for interview without regard for their 
“native abundance,” thus possibly weight- 
ing a survey in favor of highly different 
minority groups. Second, there is no assur- 
ance that these areas are representative 
of the state as a whole, and are probably 
not representative of the epidemic areas. 
Because of the small variation between 
socioeconomic subgroups in the proportion 
of white children in the 5-to-14 age group 
who have had three or more doses of killed 
virus vaccine, and because of the intensive 
school immunization programs undertaken 
in 1956 and 1957, this group was selected 
for the estimation of vaccine effectiveness. 
In this group, three or more doses of vac- 
cine have an effectiveness ratio of 0.96. This 
is comparable with the figure 0.93, based on 
national data, that has been proposed for 
this age group with three doses of vaccine, 
both figures being compatible with an ef- 
fectiveness estimate of 80 to 90 per cent. 
As a possible test of the validity of these 
assumptions, attack rate ratios between 


Negroes and whites were compared with 
the ratios between unimmunized Negroes 
and whites for these age groups. These are 
presented in table 6. There appears to be 
close correlation between the observed age- 
and race-specific attack rates and the esti- 
mated immunization status of these groups. 


Conclusion 


The examination of the 1959 poliomyeli- 
tis morbidity data in North Carolina show- 
ed some marked variations from previously 
observed patterns. There was a significant 
increase in the number of cases over that 
of the preceding four years. In the light of 
rather intensive immunization programs in 
most areas of the state, it would appear that 
lack of artificial immunity, while important 
in several areas of high incidence, was not 
the entire reason for this increased in- 
cidence. Type I poliovirus was found to be 
widespread through the state. Its associa- 
tion with the major epidemic areas and with 
sporadic cases indicates that virus preval- 
ence played a significant role in the in- 
cidence of this disease. 

It would appear that wide prevalence of 
virus, modified by the uneven pattern of 
artificial immunity, could well account for 
the 1959 poliomyelitis experience, as the 
new trends in age and race incidence appear 
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to reflect deficiencies in the program of arti- 
ficial immunization with killed virus vac- 


cine. 
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In the usual medical practice, hypoxemia 
is most commonly caused by cardiopul- 
monary disease. Acute cerebral hypoxia is a 
fairly frequent and sometimes fatal com- 
plication, but many types of cardiopul- 
monary dysfunction result in lesser degrees 
of hypoxemia and permit survival for pro- 
longed periods. Relatively mild hypoxemia 
may then become chronic and produce mul- 
tiple effects that can alter or obscure the 
underlying disease process. For example, 
when prolonged or repeated cerebral hy- 
poxemia leads to encephalomalacia, the 
signs and symptoms of central nervous 
system disease may predominate in the 
clinical picture and overshadow those of 
cardiorespiratory disease. If the true situa- 
tion is not recognized, this complication 
may easily be confused with other condi- 
tions. The following is a case in point. 


Case Reports 


Case 1 


A 66 year old farmer had complained of 
“cigarette cough and chronic bronchitis” for 
many years. For several days during the first 
week of August, pleuritic pain in the right upper 
anterior part of the thorax was accompanied by 
increased cough with mucopurulent expectora- 
tion, generalized myalgia, anorexia, fever, and 
chills. Afternoon fever as high as 39.2° C. (102.5° 
F.) and night sweats persisted for the ensuing 
three weeks, as weight loss and dyspnea de- 
veloped. On August 29 his attending physician 
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obtained a chest roentgenogram which disclos- 
ed irregular, confluent, soft-appearing, nodular 
densities and cavities in the right upper lobe, 
having the roentgen appearance of moderately 
advanced, active pulmonary tuberculosis. Sputum 
examination, however, failed to establish the 
presence of tubercle bacilli until September 6, 
when a consultation was obtained and a properly 
collected specimen demonstrated numerous acid- 
fast bacilli with the morphologic characteristics 
Mycobacterium tuberculosis. 


The patient was admitted to the Scott Parker 
Sanatorium on September 7, at which time ex- 
amination revealed an ill white male with a 
blood pressure of 110 systolic, 70 diastolic, a pulse 
rate of 96 per minute, and a temperature of 37.8° 
C. (100.0°F.). Tachypnea of 32 per minute was re- 
corded, and he was judged to be in moderate 
respiratory distress. The anteroposterior diamet- 
er of the thorax was moderately increased, and 
there was a slight kyphosis. Chest expansion and 
diaphragmatic excursions could not be accurately 
measured because of dyspnea and weakness. 
Percussion resonance, intensity of breath sounds, 
and pectoriloquy were all slightly increased over 
the right upper lung field, and variable coarse 
and fine, moist rales were heard in the same 
region. Cardiac enlargement was not detected by 
percussion, but the neck veins were moderately 
distended in the semi-recumbent position, and 
there was tenderness over the liver, which was 
questionably palpable. No other relevant physical 
findings were noted. Admission diagnoses were: 
(1) active, moderately advanced, pulmonary 
tuberculosis; (2) chronic bronchitis with fibrosis 
and obstructive pulmonary emphysema; and (3) 
cor pulmonale. The admitting physician recog- 
nized that the patient was acutely ill, but ap- 
parently did not judge him to be critically so, 
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for no immediate treatment other than bed rest 
was prescribed. 

By the following morning, however, there 
could be no doubt of the patient’s critical con- 
dition, and the attending physician requested 
another medical consultation. At this time, the 
patient’s breathing had become quite rapid and 
alternately shallow and gasping. The liver had 
become even more tender and definitely palpable, 
with a smooth, firm edge 6 cm. below the costal 
margin. Equally as alarming, he now exhibited 
motor asphasia and partial paralysis of the mus- 
cles of deglutition, resulting in choking and 
coughing whenever he attempted to swallow 
food or liquids. It was apparent that some neuro- 
logic complication had occurred, and foremost 
consideration was given to the possi ilities of 
cerebral thrombosis, tuberculoma, or miliary 
spread with tuberculous meningitis. Since facili- 
ties were limited in this sanatorium for the care 
of such a patient, he was transferred to Duke 
Hospital by afternoon. 


On admission to the hospital, the patient’s 
temperature was 36.2 C. (91.1 F.) and his pulse 
rate 100 per minute. He was critically ill and 
obviously in respiratory distress, but physical 
examination contributed no new findings of sig- 
nificance. The question of cyanosis was raised 
but not resolved. The blood hemoglobin was 11.5 
Gm., and the leukocyte count was 10,200 per 
cubic millimeter, with 80 per cent polymorphonu- 
clear granulocytes, 8 per cent monocytes, 9 per 
cent large lymphocytes, and 3 per cent small lym- 
phocytes. The Kahn, Kline, and Mazzini tests 
were negative. The patient died a few hours 
after transfer, the pulse rate rising to 120 per 
minute and the temperature to 37.5 C. (99.5 F.) 
terminally. Time did not allow the completion of 
other studies during life. 


Autopsy findings 

Postmortem examination disclosed the right 
side of the heart to be dilated and the liver con- 
gested. Both lungs were unusually marked by 
emphysema, being converted into series and 
clumps of large cysts and bullae interspersed 
with areas of normal-appearing alveolar tissue. 
Grossly, superimposed bronchopneumonia was 
extensively scattered throughout, and small, or- 
ganizing thrombi or emboli were found in some 
of the smaller pulmonary arteries. A large area 
of characteristically caseous tuberculosis with a 
curious multilocular cavitation occupied virtually 
the entire two-thirds of the right upper lobe, the 
overlying pleura being greatly thickened by scar 
tissue. Microscopically, the apical portion of the 
tuberculous lesion consisted of fibrous tissue 
containing numerous hard tubercles and anthra- 
cotic pigment encircling an area of caseation, 
while lower in the lobe the alveoli were filled 
with caseating masses of monocytes and some 
polymorphonuclear neutrophils. The unusual 
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multilocular cavitation was thought to have 
arisen from the rupture and aspiration of infect- 
ed, caseous material into emphysematous bullae, 
resulting in massive necrotizing pneumonitis in 
a sensitized individual. 

No tuberculosis was found outside of the lungs. 
The brain exhibited generalized and focal areas 
of edema, more'marked in the right frontal lobe. 
There were multiple areas of acute and subacute 
focal necrosis of varying size and irregular shape 
distributed throughout the gray and white mat- 
ter, more numerous in the cortical and thalamic 
regions. Microscopically, the older areas of nec- 
rosis were characterized by the presence of 
numerous macrophages, but there were no tuber- 
culous lesions and no hemorrhages surrounding 
or infiltrating the necrotic sites. In view of the 
size, number, and focal distribution of these 
lesions, it was not believed that even multiple 
thrombi in small vessels could explain them. The 
cerebral changes were very similar to those seen 
in cases of delayed death after anoxia from 
high altitude or anesthesia accidents, and were 
interpreted as representing focal encephalomal- 
acia due to prolonged hypoxemia secondary to 
profound pulmonary insufficiency. 

Comment 


Not only was this man’s respiratory re- 
serve greatly reduced by severe, chronic 
emphysema, but he also had fairly acute 
destruction of pulmonary tissue by a caseat- 
ing tuberculous process with cavitation. 
Necrotizing bronchopneumonia contributed 
to pulmonary insufficiency, leading to pul- 
monary hypoxemia, edema and stasis, in- 
creased pulmonary vascular resistance, and 
cor pulmonale. The effects of this cardio- 
pulmonary hypoxemia were even further 
compounded by an anemia, which, no doubt, 
contributed to the clinical uncertainty over 
the presence of cyanosis. 

It is not surprising that this combination 
of factors resulted in cerebral hypoxemia 
and respiratory center dysfunction, leading 
to further cardiopulmonary and cerebral 
hypoxemia in an ever increasing interplay 
of forces. Had its development been more 
abrupt, it is likely that the patient would 
have died in an acute state of suffocation 
without neurologic complications. Yet, in 
spite of its eventual severity, hypoxemia 
developed relatively insidiously, and the 
patient survived long enough for encephalo- 
malacia to develop. Because this complica- 
tion was not anticipated, preventive mea- 
sures were neglected, and because its mani- 
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festations were misinterpreted, its true 
nature was not perceived during life. Most 
clinicians have had similar cases. 


Case 2 


A 77 year old man was admitted to Duke 
Hospital with emphysema, decompensated hyper- 
tensive cardiovascular disease, and pulmonary 
edema. Response to digitalization and diuretics 
was slow, and a few days later he began to 
manifest mental confusion, nystagmus, transient 
tendon reflex changes, weakness on one side, 
and ataxic movements of the extremities. Event- 
ually he died during a convulsion. Cerebral vas- 
cular embolization, thrombosis, or hemorrhage 
was Clinically suspected, but autopsy disclosed 
focal areas of necrosis in the cortex, the pituit- 
ary, and the cerebellar and basal ganglia of the 
brain, which were attributed to hypoxemia en- 
cephalomalcia. 


Case 3 


A term delivery at Duke Hospital was com- 
plicated by 36 hours of labor terminating in a 
rotation and forceps extraction. After stimulants 
and oxygen, the infant’s condition seemed satis- 
factory, but three hours later convulsive move- 
ments of the mouth and arms appeared. Shallow, 
grunting respiration was noted and weakness 
increased until death ensued several hours later. 
Traumatic brain damage was clinically suspect- 
ed, but autopsy demonstrated congestive pul- 
monary edema and vacuolization of cytoplasm 
in many cells of the cerebral cortex. The patho- 
logist attributed death to encephalomalacia from 
cardiopulmonary hypoxemia. 


Discussion 
Pathogenesis 


Once it begins, hypoxemia tends to pro- 
pagate itself because of two primary effects, 
each of which acts to intensify the other’. 
These two factors are respiratory center 
failure and cardiopulmonary dysfunction. 
First, normal impulse discharge governed 
by accumulation of carbon dioxide in the 
respiratory center leads to increased minute 
volume with a reduction in tidal volume 
and vital capacity, soon followed by ir- 
regular breathing and waxing and waning 
of tidal volume. Next, periodic deep breath- 
ing disappears, with loss of normal response 
to carbon dioxide stimulation, and the tidal 
volume is further reduced. Finally, rapid, 
shallow breathing supervenes, resulting in 
trifling, inefficient ventilation of the alveoli, 
which does little to move air into many 
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lobules. Collateral ventilation through small 
air pores fails, and atelectasis of nonventil- 
ated air spaces occurs. This inefficient dis- 
tribution of gases reduces the oxygen-dif- 
fusing capacity of the lung and produces a 
pattern of pulmonary dysfunction in the 
early phase similar to the syndrome of “al- 
veolar-capillary block,” in that the essential 
defect is an interference with the transfer 
of oxygen from the alveolus to arterial 
blood*. Evidence suggests that increasing 
anoxia soon leads to arteriolar constriction, 
increased pulmonary vascular resistance, 
pulmonary arterial hypertension, capillary 
stasis, and permeability of the endothelium 
to plasma water and solutes’. Fluid in the 
alveoli then leads to additional blockage of 
air, further local anoxia, and advancing pul- 
monary edema and dysfunction, as cerebral 
hypoxemia and respiratory center failure 
increase concomitantly. 


Signs and symptoms 


The signs of mild hypoxemia are usually 
not obvious unless sought, and when con- 
sidered individually they are not specific for 
oxygen lack; but when they occur together 


or in sequence, they almost invariably be- 
come highly suggestivet. First and foremost 
is an increased respiratory rate and use of 
the accessory muscles of respiration. This 
may sometimes, but not necessarily always, 
progress to the point of clinically apparent 
dyspnea. When this development is as- 
sociated with an increased pulse rate, ac- 
companied by an initial rise and fairly 
prompt secondary fall in blood pressure, 
excessive sweating and pallor, the likelihood 
of hypoxemia is very great. If restlessness, 
apprehension, and clouding of the sen- 
sorium follow, the presence of some degree 
of hypoxemia is almost certain. Neverthe- 
less, the entity must be suspected in order 
to be recognized, for clinical manifestations 
of mild degrees of hypoxemia can be very 
subtle, nonspecific, and confusing, particul- 
arly in the common cardiopulmonary dis- 
eases. 

The difficulty lies in the nonspecificity of 
the symptoms and signs, for the patient 
with cardiopulmonary hypoxemia is often 
the very patient who already has some res- 
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piratory disturbance, in whom some circula- 
tory or vascular abnormality might be ex- 
pected, or in whom some evidence of senil- 
ity or other neurologic complication might 
be likely anyway, so that the significance of 
the sequence of events can be easily dis- 
counted or misinterpreted. Cyanosis is an 
extremely untrustworthy guide, because of 
the many variables in different patients, ob- 
servers, and their environments’. It is vir- 
tually worthless in the presence of anemia, 
since approximately 5.0 Gm. of reduced 
hemoglobin must be present in capillary 
blood to produce detectable cyanosis, and 
before this point is reached in an individual 
having less than the normal amount of total 
hemoglobin, the oxygen transport will al- 
ready have become dangerously low. 


Treatment 


Definitive treatment is logically based 
upon the ultimate correction, insofar as pos- 
sible, of some or all of the various underly- 
ing causes of hypoxia that may exist: (1) 
diminution of oxygen tension, as in high 
altitude or anesthesia accidents; (2) in- 
terference with oxygen uptake, as in air- 
way obstruction, impaired ventilation, veno- 
arterial shunts, or other abnormal cardio- 
pulmonary mechanisms; (3) stagnation of 
blood, as in circulatory failure, cardiac 
arrhythmia, or vascular obstruction; (4) 
diminution of functioning hemoglobin, as 
in anemia; and (5) respiratory paralysis 
from toxic substances, as in alcohol, nar- 
cotic, or cyanide posioning. 

Such a concept makes it obvious that if 
anemia is present; if too much sedation has 
been used; if cardiac arrhythmia or decom- 
pensation exists; if pulmonary infection, 
stasis, edema or atelectasis plays a part; if 
the atmosphere is vitiated by inert gases or 
lowered oxygen tension; or if hyperthy- 
roidism or a veno-arterial shunt is suspect- 
ed, attempts should be made as soon as pos- 
sible to correct all—not just one—of these 
contributory factors as far as possible. In 
practice, of course, all these components are 
seldom completely correctable, but when 
prompt, appropriate action is taken, even 
partial or temporary improvement in one 
or more of them may turn the tide suf- 
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ficiently to break the cycle of chronic car- 
diopulmonary hypoxemic propagation. 

Energetically combatting one cause of 
hypoxia while overlooking the proper con- 
trol of others is apt to invite failure, and 
by far the most common error in the man- 
agement of mild or chronic hypoxemia is 
the failure to do more than prescribe oxy- 
gen. Unfortunately, reliance cannot be 
placed upon this measure alone, for by the 
time the need becomes clinically apparent, 
the cycle of hypoxemic propagation has al- 
ready commenced and the administration 
of oxygen alone will not then insure ade- 
quate ventilatory effort, efficient respira- 
tion, and improved mixing of pulmonary 
gases. In fact, there is a special danger in 
the treatment of chronic hypoxemia, especi- 
ally in emphysema with carbon dioxide re- 
tention, by the administration of high con- 
centrations of oxygen, for this may cause 
further depression of a hypoxic, disfunc- 
tioning respiratory center which has lost its 
normal response to carbon dioxide accum- 
ulation®. Moreover, primarily owing to al- 
terations in the mixing of alveolar air, even 
small changes in pulmonary ventilation will 
profoundly affect the arterial oxygen satura- 
tion, which may be raised from 10 to 20 
per cent by increasing the resting ventila- 
tion by one-half*. This illustrates the funda- 
mental importance of improving respiratory 
efficiency by clearing obstructed or impair- 
ed airways by medicinal, mechanical or sur- 
gical means, such as the bronchodilator, de- 
congestant and mucolytic drugs, broncho- 
scopic aspiration, tracheotomy, postural 
drainage, coughing and expectorating me- 
chanisms, intermittent positive pressure, 
breathing exercises, and even forced hyper- 
ventilation whenever applicable. With ap- 
propriate chemotherapy and other suppor- 
tive media, such measures are safe and do 
not interfere with healing in pulmonary in- 
fections’. In spite of their logical indications 
and proven value, however, they are some- 
times neglected or their use is delayed in 
clinical practice. 

Even when it is obvious that pulmonary 
infection may interfere with respiratory ef- 
ficiency, the pressing need for prompt and 
and thorough-going treatment is sometimes 
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grossly understimated by the clinician un- 
aware of the danger of hypoxemia. Not in- 
frequently, also, the contribution made to 
hypoxemia by pulmonary or systemic cir- 
culatory abnormalities or by paralytic res- 
piratory impairment is realized late®. A 
balanced perspective of thoroughness and 
effective timing in the application of cor- 
rective measures is required in the success- 
ful management of hypoxemia, and this is 
best achieved by a systematic and coordi- 
nated approach in terms of improving the 
delivery and mixing of oxygen in the al- 
veoli, of increasing oxygen uptake and tran- 
sport by the blood, and of improving res- 
piratory center function. 


The dangers of mild hypoxemia 


The danger of death from severe anoxia 
is universally known, but because many 
persons recover every day from variously 
caused transient asphyxia without apparent 
after effects, mild hypoxemia is often not 
recognized as dangerous, and its cerebral 
effects are often regarded as temporary and 
reversible. Yet the importance and variety 
of neurologic complications encountered in 
chronic cardiopulmonary hypoxemia are de- 
monstrated by the multiplicity and gravity 
of their clinical effects: impairment of con- 
sciousness and memory, confusion, 
euphoria, depression, slurring or scanning 
of speech, incoherence, somnolence, blind- 
ness, incontinence, hyperpyrexia, ataxia, 
flaccidity, spasticity, rigidity, reflex changes, 
and coma. In many postmortem reports, 
moreover, clinical manifestations of cerebral 
hypoxemia can be correlated with docu- 
mented pathologic changes in the brain: 
vascular dilatation, cerebral edema, scat- 
tered minute hemorrhage or thrombi, gang- 
lia degeneration, and focal or confluent 
areas of necrosis". 

Owing to a difference in metabolic rates, 
different cells in the brain vary consider- 
ably in their susceptibility to oxygen lack, 
and animal experiments have shown that 
this susceptibility to anoxia increases with 
repetition or pronlongation of exposure to 
low oxygen tension‘. Other experiments 
have demonstrated progressive and acceler- 
ated destruction of cerebral nerve cells in 
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proportion to the aging of the animal as well 
as to the number and duration of exposures 
to mild anoxia, seeming to indicate that re- 
latively slight hypoxemia has a cumulative 
effect on the brain''. In general, the cells in 
the supragranular laminae of the cortex 
have the highest metabolic rates and are 
the most vulnerable, being affected earliest 
by the slightest fall in oxygen tension, and 
usually being the most rapidly exhausted 
and destroyed. 

The morphologic change in different 
nerve tissues, however, does not necessarily 
represent comparative differences in su- 
sceptibility of cells to oxygen lack, for vas- 
cular and chemical elements also play an 
important part in determining the severity, 
nature, and distribution of cellular damage, 
and these effects have a greater influence 
the longer the anoxemic process lasts!*. Al- 
though more or less prolonged or recurrent 
hypoxemia is usually a_ prerequisite for 
pathologically detectable encephalomalacia, 
there is no doubt from experimental and 
clinical evidence that relatively mild hy- 
poxemia can produce permanent brain dam- 
age. The degree of damage largely, though 
not entirely, depends upon the abruptness, 
severity and duration of anoxia, for the 
effects on the brain, as on other organs, are 
influenced also by the general physical state 
of the body. 

In the clinical state, a combination of dif- 
ferent types of mild anoxia seems to bring 
about a greater predilection for encephalo- 
malacia than even more severe grades of 
any one type alone’. From a practical stand- 
point, if hypoxia from any cause persists for 
an appreciable time, it is almost always, 
regardless of the initial etiology, complicat- 
ed in clinical practice by the development 
of a combination with cardiopulmonary hy- 
poxemia; and a single, clear-cut type is the 
exception rather than the rule'. Thus, it is 
usual to find combinations of causes playing 
a role in hypoxemia, thereby increasing the 
risk of encephalomalacia. Susceptibility to 
encephalomalacia, therefore, should be 
especially anticipated in the chronic cardio- 
pulmonary diseases, when emphysema, pul- 
monary infection, and circulatory failure 
often coexist, even though clear evidence of 
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hypoxemia is lacking. It is at this stage that 
improvement of pulmonary, circulatory, or 
respiratory center efficiency can best be ex- 
pected to help prevent permanent neurolo- 
gic damage or death from hypoxemia en- 
cephalomalacia. Because the best opportuni- 
ty for treatment is soon lost when the effects 
of hypoxemia become apparent, the prophy- 
lactic correction of all contributory compon- 
ents should be promptly and systematically 
planned and attempted, for the prevention 
of encephalomalacia is more practical and 
rewarding than is its treatment. 


Summary 


. case of encephalomalacia caused by 
chronic cardiopulmonary disease is present- 
ed, and attention is directed to the fact that 
such cases are not uncommon but are easily 
unrecognized. Some pertinent factors in the 
pathogenesis, recognition, and management 
of cardiopulmonary hypoxemia are discus- 
sed. The anticipation of encephalomalacia 
in chronic cardiopulmonary diseases and 
the prevention of its development by the 
logical management of hypoxemia is em- 
phasized. The regrettable fact is that many 
cases of cardiopulmonary disease with 
various neurologic changes are probably 
wrongly diagnosed as irreversible cerebro- 
vascular disease such as arteriosclerosis, 
thrombosis or hemorrhage, when the cere- 
bral damage may actually be caused by a 
process that is sometimes reversible or cor- 
rectible—namely, chronic or repetitive, mild 
hypoxemia. Such hypoxemia is treacherous, 
and it deserves prompt, thorough treatment 
directed toward coordinated, systematic cor- 
rection of all possible predisposing or relat- 
ed causes. It is possible that irreparable 
neurologic damage and death could be 
avoided in many cases by more widespread 
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recognition of the danger of encephalo- 
malacia from insidious hypoxemia in the 
common, chronic cardiopulmonary diseases. 
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In worrying about our patients, there are a few simple principles to 


follow. When a diagnosis is definitely established and the course of the 
illness follows according to expectation, we can dismiss that problem 
from our mind. If a case of pneumonia responds promptly to antibiotic 
therapy and convalescence is favorable, we stop worrying about it. The 
same is true of incurable conditions that are obviously going downhill, 
such as metastatic carcinomatosis.—Levine, S. A.: Worry—Where Will 


It Get You? The Pharos 23: 213 (Oct.) 1960. 
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Postpartum Pituitary Necrosis 


J. H. Nicuouson, II, M.D. 
STATESVILLE 


Since 1914, when Simmonds described an 
autopsy performed on a woman with fibros- 
is of the pituitary gland, the medical pro- 
fession has been aware of the term “pitui- 
tary cachexia” associated with pituitary de- 
struction'. It was not until 1937, however, 
that Sheehan gave detailed descriptions of 
fresh infarcts in the anterior pituitary lobe 
of women dying from hemorrhage and col- 
lapse at childbirth. In the individuals so af- 
fected who survived, he related these lesions 
to the ultimate pituitary fibrosis reported 
by Simmonds and others. He further point- 
ed out that cachexia is not necesarily a com- 
mon finding in postpartum pituitary necros- 
is, and that up to 50 per cent of the anterior 
lobe can be destroyed without giving rise 
to symptoms. He believed that many of 
the milder cases of pituitary injury go un- 
detected*. 

A suspected case of this milder type is 
reported here with the hope that it will 
focus attention on the problem, although 
the laboratory findings are inconclusive. 


Case Report 


The patient was a 23 year old white woman, 
gravida i, para i, whom we first saw in May, 
1960, because of weight loss, amenorrhea, and 
chronic cough. The family history was negative 
except for the death of a grandfather from “can- 
cer” of unkown origin. The system review and 
past medical history were negative until the 
patient became pregnant in October, 1958. 


Past history 


Her initial examination was not remarkable. 
The course of the pregnancy was uneventful 
until February 11, 1959, when she was admitted 
to Iredell Memorial Hospital with a diagnosis of 
“acute pyelitis, severe.” Analysis of a catheteriz- 
ed urine specimen revealed a trace of albumin, 
a rare red blood cell, and many white cells. Treat- 
ment with tetracycline and sulfonamide drugs 
resulted in apparent clearing of the infection. 
The patient became afebrile and was discharged 
six days after admission. The hematocrit was 
then 33. 

On February 22, 1959, the patient was read- 
mitted with acute abdominal pain and iron de- 
ficiency anemia. The hematocrit was then 30. A 
surgical consultant believed that she had either 


appendicitis or acute pyelonephritis on the right. 
Operation was contemplated, but in view of the 
anemia it was thought best first to transfuse the 
patient with whole blood. After two transfusions 
without reaction the hematocrit was 35. By this 
time she had improved so much that she was 
discharged without operation. 

Throughout the rest of the pregnancy she was 
given supplementary iron and vitamins. On July 
1, 1959, she was readmitted and after an unevent- 
ful labor was delivered of a full-term male child. 
A left mediolateral episiotomy was done. There 
was never any evidence of clinical shock. Blood 
loss was estimated at 100 cc. The hematocrit was 
36 on admission and 36.5 on discharge. She was 
given no ergot-type drugs while in the hospital. 
Testeed, one tablet twice daily, was given to su- 
press lactation. She did well after delivery, and 
was discharged on the fourth day after admis- 
sion. 

Ten days later she was readmitted because of 
acute abdominal pain. She had become actutely 
ill the night before with a “shaking chill and 
high fever.” On admission she was febrile and 
severely ill. All clinical findings indicated acute 
appendicitis. The hematocrit was 37.3 and the 
white blood cell count 18,000, with 96 per cent 
polymorphonuclears, 3 per cent lymphocytes, and 
1 per cent monocytes. Operation was performed 
at once. The blood pressure remained stable at 
120/70 throughout the operation. An acutely in- 
flamed appendix covered by a purulent exudate, 
and small paraovarian cyst on the right were 
removed. The pathologist reported acute ulcero- 
phlegmonous appendicitis and paraovarian 
cyst. The postoperative course was uneventful, 
with no evidence of septicemia or serious com- 
plication and the patient was discharged after a 
hospital stay of 12 days. 

She did well at home until September, 1959, 
when she failed to menstruate at the expected 
time; however she did not consult a physician. 
Amenorrhea persisted until May, 1960, when she 
was seen again by her obstetrician, who referred 
her to us. 


Physical examination 


Her weight had been 115 pounds post partum 
(maximum weight before pregnancy, 135 
pounds). When we saw her she weighed only 88 
pounds. Marked emaciation was associated with 
a waxy, yellow discoloration of the skin, giving 
her the appearance of an old woman. She stated 
that, although her appetite had not been robust, 
her dietary intake was not in keeping with her 
marked weight loss. A chronic nonproductive 
cough had been present for two or three months. 
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Tuberculosis or malignancy was suspected, and 
she was admitted to the hospital. 

Despite the weight loss and cough, the lungs 
were clear to auscultation. The blood pressure 
was 90/60, and the radial pulse was regular at 
70 per minute. Her temperature was 99.6 on ad- 
mission, but thereafter tended to be subnormal. 

Except for the extreme emaciation, the physi- 
cal examination was not remarkable. There was 
slight, suggestive thinning of the pubic hair, but 
this finding was relative and difficult to evaluate 
accurately. Suspecting anorexia nervosa, we at- 
tempted to explore her past history and domes- 
tic life, but could find no unusual emotional or 
psychiatric difficulty. On the ward she ate well 
and seemed alert and cooperative at all times. 


Accessory clinical findings 


During the two days that she was in the hos- 
pital the following laboratory findings were re- 
corded. A 12 lead electrocardiogram showed ex- 
tremely low voltage complexes throughout, not 
in keeping with a thin young woman of 24. Since 
the conduction and configuration of the com- 
plexes otherwise appeared normal, this was 
thought to indicate possible hypothyroidism or 
severe malnutrition. 

The basal metabolic rate was minus 15 per 
cent. The fasting blood sugar was 100 mg. per 
100 ml., and the blood urea nitrogen 15 mg. per 
100 ml. The hemoglobin was 13.4 Gm. and the 
hematocrit 43. The white blood cell count was 
7,500, with 55 per cent neutrophils, 42 per cent 
lymphocytes, 3 per cent monocytes, and 2 per 
cent eosinophils. A VDRL test was negative. The 
sedimentation rate was 13 mm. per hour, correct- 
ed to 13 mm. The platelets appeared adequate. A 
specimen of voided urine showed a pH of 5.5, a 
specific gravity of 1.020, a trace of albumin, and 
4 to 6 red blood cells and 8 to 10 white blood cells 
per high power field. The alkaline phosphatase 
was 3.25 units. The total bilirubin was 0.55 mg. 

X-ray examination of the chest showed the 
bony thorax to be intact, and there were no de- 
monstrable lesions or masses throughout either 
lung field. No destructive lesions were noted in 
the spine or pelvis. Examination of the skull in 
four projections showed the sella tursica to be 
within normal limits. No intracranial calcifica- 
tions were noted. The pineal gland was not cal- 
cified. The skull was considered normal radio- 
graphically. 

A 24-hour urinary assay for total neutral 17- 
ketosteroids was 4.2 mg. (normal range for a fe- 
male, 6-15 mg.) The 17-hydroxycorticosteroid 
level was 4.4 mg. (normal for a female, 5-18 mg.). 
A protein-bound iodine determination obtained 
four weeks later was 4.2 micrograms, but was 
of no value because she was then on thyroid 
therapy. 

It was our impression that the patient had pit- 
uitary necrosis with anterior pituitary hypofunc- 
tion. There was no evidence of posterior pitui- 
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tary failure or diabetes insipidus*. We also be- 
lieved her to have adrenal cortex insufficiency 
and ovarian dysfunction, as indicated by the 
amenorrhea. Gonadotropins were not determined; 
however, in this syndrome the level of these hor- 
mones does not necessarily correlate with the 
presence or absence of amenorrhea®. Thyroid 
insufficiency was suspected but not definitely 
established. 


Treatment and subsequent course 


Substitution therapy consisting of 20 mg. of 
hydrocortisone once daily was started. After one 
week thyroid was added, 4 grain daily increased 
gradually to % grain. On May 28 her weight was 
93 pounds, and June 11 was 90% pounds. The 
hydrocortisone was then increased to 40 mg. 
daily. On July 20 there was noted improvement; 
her weight had increased to 96 pounds. 

In July and August the patient noted some 
cramping at the expected time of menses. On 
September 17, 1960 she weighed 101% pounds. At 
this time the hydrocortisone was stopped and 
she was given methylprednisolone, 4 mg. twice 
daily for two weeks, then reduced to 4 mg. once 
daily. 

In October, November, and December she fail- 
ed to keep her appointments, but reported by 
phone that she was doing well. In December she 
felt so well that she stopped all medication on 
her own volition. 

In January, 1961, she returned to the office 
complaining of nausea and vomiting. She had 
taken no drugs since the first week in December. 
Her last menstrual period had been in Novem- 
ber. Her weight was now 107 pounds and the 
blood pressure 112/70. With the 19-pound gain 
in weight, her appearance had improved great- 
ly. Examination revealed softening of the cervix 
and uterine enlargement indicative of an early 
pregnancy. A frog test was positive. The blood 
sodium was 13.5 mg. and the blood potassium 
5.9 mg. per 100 ml. The blood sugar, blood urea 
nitrogen, and other routine determinations were 
within normal limits. The protein-bound iodine 
was 4.8 micrograms. The urine assay at this time 
revealed the neutral 17-ketosteroids to be 8 mg. 
per 24 hours. The 17-corticosteroids were 3.9 mg. 
per 24 hours. The patient was placed on Tigan, 
100 mg. three times daily before meals, for 
nausea, but no other drugs were prescribed. 


Comment 


Sheehan*® has estimated that necrosis of 60 
per cent of the anterior pituitary is requir- 
ed to produce slight symptoms and 75 per 
cent to produce moderate symptoms; 95 per 
cent usually produces severe symptoms. He 
also reported that a small pituitary scar was 
found at death in many women who had 
enjoyed good health following a delivery 
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complicated by severe hemorrhage. At au- 
topsy the necrosis and the resulting fibros- 
is are usually found to have spared the pars 
tuberalis, the part just in front of the at- 
tachment of the stalk, and a thin layer of 
small scattered islets just beneath the cap- 
sule. The posterior lobe is usually normal, 
but in clinically severe cases rarely as much 
as 10 per cent of the anterior lobe remains. 
Most of the remaining cells are chromopho- 
bes, although some eosinophils and occa- 
sional basophils may be present. The adren- 
al cortex is markedly atrophic, but the me- 
dulla often is not disturbed. The thyroid and 
gonads are generally atrophic, but the other 
ductless glands tend to be normal? °. 

During the first few weeks after delivery 
the symptoms are not very striking. In se- 
vere cases there is no lactation, and the 
breasts involute rapidly. In the ensuing 
weeks manifestation of gonadal, thyroid, 
and adrenal insufficiency appear, often in 
that order. Although the menses cease, 
there is no menopausal reaction. Atrophy 
of the genitalia and loss of libido are com- 
mon. Sensitivity to cold, loss of hair and 
teeth, brittleness of the nails, dry skin, 
drowsiness, loss of ambition, and constipa- 
tion appear. Weakness, gastrointestinal dis- 
orders, and hypoglycemic reactions may 
occur. The patient may have mild symptoms 
for a number of years, then undergo rapid 
deterioration and death in a few months. In 
others the terminal phase is prolonged, 
sometimes for years, and the untreated 
patient becomes a permanent invalid. Some 
patients complain of weakness and fatigue; 
others maintain normal activity despite 
marked pituitary insufficiency. 

The individual appears prematurely sen- 
ile, with thin, smooth, elastic, cool, dry, 
pale, and slightly yellowish skin. The face 
may appear myxedematous, but can look 
normal. Hair on the head and body tends to 
be scanty. The axillary hair tends to de- 
crease more rapidly than the pubic. The 
patient may or may not be cachectic. The 
temperature, blood pressure, and pulse rate 
tend to be subnormal. Glandular insuffic- 
iency may be demonstrated by a large num- 
ber of tests. 

Therapy consists of replacing the target 
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gland deficiency, primarily the adrenal and 
thyroid. Care must be taken not to start 
the administration of thyroid prior to ade- 
quate adrenal replacement lest an Addisoni- 
an crisis be precipitated. Estimation of the 
follicle-stimulating hormone content of the 
urine is the test usually selected to exem- 
plify the phenomenon. However, as Smith 
and Howard’ pointed out, there may be not 
only a great variation in the degree of pit- 
uitary injury, but also a marked dissociation 
in the insufficiency of the thyroid, adrenal 
cortex, and gonads’. 

In our case, the cachexia was much more 
impressive than the laboratory data. Al- 
though there was no evidence of clinical 
shock, hemorrhage, or excessive use of er- 
got, there is no doubt that this patient had 
a severely septic appendix removed exact- 
ly 14 days post partum. This is a very crit- 
ical time for possible pituitary injury. The 
first case of pituitary fibrosis, described by 
Simmonds in 1914, was in a woman who 
had a history of ‘‘puerperal sepsis.” 

Hypothyroidism was suggested but not 
proved in our patient. It is worth noting 
that thyroid activity can be normal in post- 
partum pituitary necrosis, and even hyper- 
thyroidism has been reported in one well 
documented case*. The initial protein-bound 
iodine determination was of no value in our 
case, because thyroid replacement had al- 
ready been started. The follicle-stimulating 
hormone assay of the urine was not avail- 
able to us at the time we saw the patient, 
nor were we able to obtain a vaginal smear 
for determining the estrogenic effect. We 
were left with the clinical observation of 
amenorrhea occurring post partum, in as- 
sociation with the rest of the clinical pic- 
ture and in the absence of any pelvic dis- 
ease. As stated earlier, amenorrhea in this 
syndrome does not necessarily correlate 
with gonadotrophic levels. Although the 
adrenal hormones were definitely below 
normal, the deficiency was not great enough 
to be completely diagnostic. Stimulation 
with ACTH, accompanied by a slow, pro- 
gressive rise of steroids, would have helped 
greatly in diagnosis. 

Because the patient lived in a rural area 
area several miles away and hospitalization 
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had to be held to a minimum, the amount 
of diagnostic study permitted was limited. 
In retrospect, I am sure we could have chos- 
en our studies more wisely and efficiently. 
The fact that our patient is now pregnant 
indicates a spontaneous partial return of 
pituitary activity. It is hoped that the stim- 
ulus of pregnancy will further improve it 
and return her to a relatively normal state 
of health, as has been reported to occur”. 


Summary 


We have reported what we believe to be 
a case of postpartum anterior pituitary 
necrosis following a septic complication (ap- 
pendicitis) two weeks post partum. Al- 
though partial pituitary failure persisted 
for at least one year, improved function is 
indicated by the present pregnancy. 

The patient exhibited marked cachexia 
despite the lack of really conclusive labor- 
atory proof of pituitary failure. This lack is 
due in part to a poor choice of laboratory 
studies and inability to get the proper tests 
done at the proper time. Despite these ob- 
vious shortcomings, we believe that the case 
is sufficiently interesting to justify this re- 
port. Clinical awareness of this problem is 
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certainly necessary if the milder and more 
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atypical cases are to be adequately treated. 
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If any of us were seriously sick, we would want our physician to 
worry about us. The man who attends his patient in his office or in the 
sick room, no matter how expert he may be, and then, dismisses the prob- 
lem from his mind will overlook things from time to time. This need not 
matter if the problem proves to be trivial or self-limited. But when the 
situation is serious, not progressing favorably and not one from which a 
spontaneous recovery takes place, the physician must worry. This means 
that he should think about his unsolved problems when he is otherwise 
unoccupied, while driving his motor car or taking a stroll in the street. 
—Levine, S. A.: Worry—Where Will It Get You? The Pharos 23: 213 


(Oct.) 1960. 
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The Senior Citizen - A Community Responsibility 


GEORGE F’.. VERDONE, M.D. 


August, 1961 


CHARLOTTE 


Considerable interest has been focused in 
the past few years, particularly and during 
the recent political campaign, on the sub- 
ject of our aging population. The process 
of aging, which affects every living crea- 
ture, begins the moment we are born and 
continues throughout our lives. During the 
process blood vessels will become arterio- 
sclerotic, muscles will atrophy, and bones 
will grow osteoporotic; for aging is inevi- 
able. But aging is a fact of life, and intel- 
ligent people accept its problems realistical- 
ly. As interested physicians we should be 
concerned with how the problem has been 
thrust upon us, how long it will be with 
us, and what we can do about it. Recent 
events, in terms of the political climate of 
our country, have made it the concern of 
each of us. 

Only within the last few decades has the 
aging population of our country become a 
pressing problem. The average life expect- 
ancy at the turn of the century was approxi- 
mately 50 years. At present it is closer to 70 
years. Today there are about 16 million 
persons in the United States who are 65 
years of age or older. We are told that in 
1970 the figure will be between 19 and 22 
million. As our population increases, the 
proportion of older people will continue to 
rise. 

These facts should be cause for rejoicing, 
not for alarm. However, we must temper 
our joy with realism. Having added years 
to millions of lives, our immediate concern 
should be to make those years as fully re- 
warding as possible. They should be satisfy- 
ing years, and not years of grim endurance. 


Needed—A Change in Attitude 


Many factors have contributed to the ex- 
tension of life expectancy: lowered infant 
mortality, better control of infections, re- 
duced accident rates, improved nutrition, 
better living conditions, better surgery—the 
list could go on ad infinitum. From the 
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standpoint of health, the aged have fewer 
problems than ever before. The physician, 
the dietitian, the bacteriologist, the bio- 
chemist—all have collaborated in the vast 
teamwork of medical research and contri- 
buted substantially to the reduction of dis- 
ease. The senior citizen is the by-product of 
our healthier nation. The population ex- 
plosion in this age group is what should 
vitally concern us as physicians. There has 
to be a change—a revolution, if you please 
—in the attitude toward our senior citizens. 

To begin with, it must be accepted that 
the prolongation of life has not been achiev- 
ed by medicine alone. It is the result of the 
efforts of many disciplines represented by 
industry, science, and government. Aging is 
a community responsibility—not an isolat- 
ed medical problem. Our elderly people are 
living not only longer lives but healthier 
lives in these times. But—and this is a big 
BUT—good health is far more than the 
absence of disease and infirmity; it involves 
a positive state of physical, mental, and so- 
cial well-being, and any factor that detracts 
from that well-being lessens the individual’s 
total health. 

We physicians can treat bacterial infec- 
tions, remove diseased organs, and prevent 
certain diseases. But we will never be able 
to treat the elements of loneliness or rejec- 
tion, or the lack of useful things to do. In 
this respect, all we can do is to diagnose the 
social maladies that produce the physical 
complaints of our patients. The real therapy 
must be administered by the patient’s fami- 
ly, friends, church, and community—that 
complex group which we call “society”. So- 
ciety must be made to realize that aging 
in essence, is not a chronologic process, but 
a biologic psychologic and philosophic pro- 
cess. Aging varies with the individual and 
with his capacity to respond to his environ- 
emnt. The age old dilemma of Hamlet, “To 
be or not to be,” should be the new attitude 
toward the senior citizens, not how many 
seconds, minutes, hours, days, years we 
can add to life. The object should be not to 
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live as long as possible but to live as satisfy- 
ingly as possible, and, as a corollary, to with- 
draw from life as graciously as possible 
when the obvious facts require it. 

The concept that aging is a time for rest 
and respite is misleading and contrary to 
biologic principles. The aged person has 
to continue to struggle, as is the case with 
any living cell. In the twilight years of 
life, however, this struggle should be in- 
vested with a vision of healthy maturity; 
one imbued with a positive attitude towards 
the problems of life. Chronologic age has 
little to do with a human being’s capacity 
to contribute, though it is a handy piece 
of information to have available when one 
is planning birthday parties, voting for the 
first time, or applying for a driver’s license. 
But except for its value as a vital statistic, 
chronologic age is relatively meaningless. 

Unfortunately, however, our society to- 
day holds values that penalize the senior 
citizens and produce numerous problems. 
It is oriented toward youth rather than age. 
When a person attains a “success complex”’ 
in his family, in civic affairs, or in his pro- 
fession during his youth and middle years 
and then is forced to retire at an arbitrary 
age, society de-emphasizes his importance 
within its own complex. This de-emphasis 
of the elderly person’s importance in the 
structure of our society has led to a funda- 
mental neglect of the immense resources 
that lie resident in our senior citizens. As 
active participants in our society, they can 
make contributions toward its betterment— 
contributions which, in many cases, lie resi- 
dent in the central nervous system rather 
than the musculoskeletal system. 

Our goal should be the attainment of a 
healthy maturity in the later years, with 
emphasis on worth-while and _ satisfying 
performance. Our aim should be to increase 
the function and the efficiency of our senior 
citizens, rather than just add to the number 
of minutes, hours, days, and years of their 
lives. They want to be self-reliant; to main- 
tain their faith and pride in themselves. 
They want a helping hand, not a handout. 

These 16 million people whom we talk 
about have only one thing in common: 
they all have attained the chronologic age 
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of 65 years or older. Many are still employ- 
ed, others retired; some find lifé satisfying, 
others find it empty and meaningless. Hach 
of them is different, and should be treated 
as such. 

Few who reach retirement age have lived 
useless lives. Most have contributed accord- 
ing to their individual capacities to their 
communities. Yet, as ridiculous as it sounds, 
countless Americans believe that 65 candles 
on the cake disqualifies a man for anything 
more than just “baby-sitting, whittling, or 
sleeping in the sun.” This is shockingly 
evident in the field of employment, where 
the right to be useful is frequently abridged 
by a compulsory retirement policy. Firms 
that hire so carefully, taking into account 
an individual’s training, skills, aptitudes, 
and potentialities, find nothing inconsistent 
in retiring a valuable employee by a chrono- 
logic rule of thumb. Retirement in itself, for 
those who wish it and are ready for it, is 
not what produces problems; it is arbitrary 
retirement, regardless of whether or not 
the employee is still capable of doing a job, 
that does the damage. 

Although medical science has helped to 
prolong life for many people, it is the re- 
sponsibility of society to see to it that these 
added years are a blessing instead of an 
empty reprieve. We must come to think in 
terms of the older person’s many other 
needs, whether they be housing, recreation, 
or community understanding. Until we can 
do this we will be taking a piecemeal, hit- 
or-miss approach to a challenge that de- 
mands much effort. This why a sterotyp- 
ed governmental approach, as represented 
in the current proposals to provide health 
care for the aged under federal controls, 
fails to reach the nucleus of the problem. 

Two basic philosophies are represented in 
legislative approaches to this problem being 
made today. One is the welfare approach— 
represented by the Forand type of legisla- 
tion. The other, represented by the Kerr- 
Mill Act, is by way of federal grants to 
states providing matching funds. One pro- 
vides medical assistance to the aged on the 
basis of need; the other on the basis of 
right, regardless of need. The Forand ap- 
proach would give those who are eligible 
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for social security payments—most of whom 
are over 65—hospital, surgical, and nursing 
home care under government-controlled 
programs, regardless of private income or 
assets, and regardless of need. 


The Kerr-Mills Act 


Let us first direct our attention to the 
Kerr-Mills Act. This piece of congressional 
legislation was triggered initially by the 
introduction of the Forand bill in 1959, and 
was insured by the now established prece- 
dent of amending the Social Security Act 
every two years or more, specifically every 
election year. During the last two years a 
total of 103 bills designed to amend the 
Social Security Act have been introduced 
in Congress. Thirty-three of these dealt in 
some way with health care for the aged. 


The Kerr-Mills bill was passed by Con- 
gress and signed by the President in Sep- 
tember, 1960. It is primarily designed to 
provide medical assistance to the aged, and 
it accomplishes this in two ways: (1) by 
amending the Old Age Assistance program 
to provide an increase in federal matching 
funds for those states which have a medical 
payment plan and program known as Old 
Age Assistance; and (2) by establishing a 
new program of medical assistance for per- 
sons over 65 not presently receiving old age 
benefits, this to be known as the Medical 
Assistance Act. For purposes of distinguish- 
ing between the two programs, reference 
will be made to the Old Age Assistance pro- 
gram as OAA, and the new program as the 
MAA. 


The major changes made by the Kerr- 
Mills Act with respect to the OAA program 
is the authorization of an increase in federal 
contributions to the states which have 
established vendor medical programs. The 
amount of increase a state can obtain is 
based on a rather complicated formula in- 
volving the state’s relative per capita in- 
come and the average amount spent per 
OAA recipient. What we are particularly 
concerned with at this time is the new MAA 
program covering those older people who 
are not eligible for OAA. These are the peo- 
ple who have been implicated in the recent 
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political debates—the so-called “medically 
indigent.” 


The only limit to MAA benefits is a 
minimal level. The bill can be as broad or 
as narrow as each state desires. In order to 
implement the federal Act, each state must 
submit to the Department of Health, Educa- 
tion and Welfare for approval a bill passed 
by the state legislature and applying uni- 
formly throughout all counties of that state. 
In addition to certain broad qualifying pro- 
visions, the state must provide for the in- 
clusion of some institutional and some non- 
institutional services. In this case, “institu- 
tional”” means hospital payments and care, 
while “non-institutional” applies to nursing 
and boarding homes, home and outpatient 
care, diagnostic services, and the like. The 
law specifies a lengthy list of benefits that 
may be provided, including nearly all the 
services now available to persons under 
a private basis. 

While there are two programs, the law 
specifically states that it cannot be con- 
strued to permit a state to have more than 
one plan for the aged. In other words, both 
programs would have to be administered by 
the same state agency—in North Carolina, 
the Department of Public Welfare. The 
matching formula under the MAA program 
is similar to that of OAA in that the percent- 
age of federal contribution is based on the 
state’s relative per capita income. However, 
MAA differs materially in that the only 
limitation of the federal contribution is the 
amount that the state is willing to appropri- 
ate for the program. In other words, the 
range of services, both institutional and 
non-institutional, is to be left up to each 
state, depending upon the services uniform- 
ly available and the amount appropriated 
by the state and county to match federal 
funds. The formula for matching funds is as 
follows: federal—77.46 per cent; state and 
county equally divided—22.45 per cent. 


This is the broad base which the Kerr- 
Mills Act provides for giving medical as- 
sistance to medically indigent aged citizens. 
It is left entirely up the states to implement 
the law within their own boundaries, and to 
include as much or as little of the provisions 
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as they deem fit, providing matching funds 
are made available. 

The North Carolina State Medical Society 
recently submitted a bill to our own state 
Legislature which would provide for the im- 
plementation of the Kerr-Mills Act in this 
state. It would provide ample assistance to 
the medically indigent over 65, after suit- 
able eligibility and means have been deter- 
mined by responsible people. It covers both 
institutional and non-institutional care, as 
specified by the Act. At present the bill 
makes no provision for payment to doctors 
for professional services. This omission is 
entirely in accordance with the wishes of 
the doctors of our state, who only recently 
voted overwhelmingly to provide medical 
care for the medically indigent over 65 on 
a personal, doctor-to-patient basis, as has 
been done enthusiastically and cooperative- 
ly in the past. 


The King Bill 


Let us now consider the legislation pro- 
posed by the present Administration and 
presented to Congress as the King bill. This 
bill, like the Forand bill, calls for an in- 
crease in social security payroll taxes to 
finance the proposed benefits. The proposed 
increase of 42 per cent on all salaries up to 
$5,000 per year would yield about 1% bil- 
lion dollars per year when fully operated in 
1963. 

It is thought highly improbable that this 
rise in social security taxes will yield 
enough revenue to meet the cost of the pro- 
posed program. Moreover, social security 
taxes are already scheduled to reach 9 per 
cent of payroll by 1969 without the passage 
of the administration medical care bill and 
the proposed aid to education bill. If enact- 
ed, the King bill will result in tax payments 
by all citizens earning $5,000 a year of close 
to $500 per year by 1963, or roughly 10 per 
cent of payroll. These are tax burdens which 
the individual American is ill equipped to 
bear. 

Let us turn our attention now to some 
of the benefits provided under the bill. The 
King bill principally provides for free med- 
ical services for persons over 65 who are 
eligible for social security or retirement 
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payments, whether or not they are work- 
ing, or whether or not a financial need 
exists. The bill provides for inpatient hos- 
pital services up to 90 days in excess of $10 
for each of the first 90 days, and “full serv- 
ice course” for the remaining 81 days. It 
provides up to 180 days of nursing home 
care after hospitalization; this limited to 
120 days if 90 days of hospital care have 
been received. The patient will be encour- 
aged to make extensive use of nursing 
homes instead of the more expensive hos- 
pital facilities. The patient, however, can 
demand 180 days of nursing care after only 
one day of hospitalization, and abuse in this 
respect can easily be seen. It provides that 
all hospital outpatient diagnostic services 
costing over $20 be furnished by a doctor 
hired by the hospital rather than by one’s 
personal physician. It provides for 240 daily 
visits of “Home Health Service.” 


Social Security tax structure 


These are the provisions of the proposed 
bill. Now let us examine the social security 
tax structure which is to pay for them. 
Availability of full benefits to all presup- 
poses a prosperous economy and full em- 
ployment, with employers and employees 
contributing to the till. The bill presuppose 
the absence of recession or depression, dur- 
ing which the economy would suffer and 
unemployment would rise. This would nec- 
essarily reduce the funds available for pay- 
ment of benefits. 

Let us consider the Social Security Sys- 
tem, which itself is in a financially pre- 
carious position. The following figures are 
taken from the statistical abstract of the 
United States in 1960. Despite the fact that 
social security taxes have risen, the Old 
Age and Survivors Insurance and Trust 
funds, which would be the financial mech- 
anism used in the proposed program of 
health care for the aged, ran in the red 
from 1957 to 1959. During this three-year 
period the total assets of the fund dropped 
from 22 billion to 20 million at the end of 
1959. The original architects of the Social 
Security Act invisioned a maximum social 
security tax of 6 per cent, this on a tax base 
of $3,000 per year. In 1960 the social se- 
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Concerning Your Health and Your Income 


THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA 
SPECIAL GROUP ACCIDENT AND HEALTH PLAN 
IN EFFECT SINCE 1940 


This is our 21st year of service to the Society. It is our aim to continue to lead the field in provid- 
ing Society members with disability protection and claim services as modern as tomorrow. 


SPECIAL FEATURES ARE: 


1. Up to a possible 7 years for each sickness (no confinement required). 
2. Pays up to Lifetime for accident. 
3. New Maximum limit of $650.00 per month income while disabled. 


All new applicants, and those now insured, who are under 55, and in good health, are eligible to 
apply for the new and extensive protection against sickness and accident. 


BENEFITS AND RATES AVAILABLE UNDER NEW PLAN 


COST UNTIL AGE 35 COST FOR AGES 35 TO 70 


* Dismemberment 


Accidental Death _Loss of Sight, Speech Accident and Annual Semi-Annual Annual Semi-Annual 
Coverage or Hearing Sickness Benefits Premium Premium Premi Premi 
5,000 5,000 to 10,000 50.00 Weekly $ 78.00 $ 39.50 $104.00 $ 52.50 
5,000 7,500 to 15,000 75.00 Weekly 114.00 57.50 152.00 76.50 
5,000 10,000 to 20,000 100.00 Weekly 150.00 75.50 200.00 100.50 
5,000 12,500 to 25,000 125.00 Weekly 186.00 93.50 248.00 124.50 
5,000 15,000 to 30,000 150.00 Weekly 222.00 111.50 296.00 148.50 


*Amount payable depends upon the nature of the loss as set forth in the policy. 


OPTIONAL HOSPITAL COVERAGE: Members under age 60 in good health may apply for $20.00 
daily hospital benefit—Premium $20.00 semi-annually or $40.00 annually. 


Write, or call us collect (Durham 682-5497) for assistance 
or information 


ALL CLAIMS ARE PAID IMMEDIATELY FROM OUR OFFICE. 


Administered by 
J. L. CRUMPTON, State Mgr. 


Professional Group Disability Division 
Box 147, Durham, N. C. 


J. Slade Crumpton, Field Representative 
UNDERWRITTEN BY THE COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 


Originator and pioneer in professional group disability plans. 
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AN IMPORTANT STATEMENT 


TO MEMBERS OF THE MEDICAL SOCIETY 


HOSPITAL SAVING ASSOCIATION 
Your Blue Shield Plan 


values the confidence and support of the physicians of North Caro- 
lina. Hospital Saving Association has cooperated fully with the 
Medical Society through a mutual Statement of Understanding 
entered into several years ago by both parties. 


@ Since it was nationally approved in 1946, the Association has con- 
formed to all national requirements and cooperated with other Blue 
Shield Plans throughout the nation. 


@ The official Blue Shield emblem symbolizes national approval. For 
the Association, it also represents a cherished asset, one that has been 
built through untiring efforts, promotional expenditures—and with 
the understanding and cooperation of the Society itself for the past 
fifteen years. 


@ Through its extensive statewide sales organization, the Association 
continues to make Blue Shield available to North Carolinians. It is 
proud of its 1960 increase of over 61,000 participants—a gain of 
12.78% over 1959. 


In 1940, at the request of Dr. I. H. Manning, the 
House of Delegates permitted Hospital Saving 
Association to write Surgical and Medical pro- 
grams. Thus, from the beginning, the Association 
has operated under the aegis of Medical Society 
leadership. 


In 1946, Hospital Saving was included in the first 
group of Plans that were given the privilege of 
using the copyrighted Blue Shield emblem. Na- 
tional approval has been continuous; Hospital 
Saving has always considered it a sacred trust to 
protect and build the fine national and local con- 
cepts of Blue Shield. 


More recently, the Medical Society instructed the 
Association to provide the DOCTORS PRO- 
GRAM of service benefits, which has grown in 
public acceptance to the point where over 31% 
of the Association’s membership—and over 36% 
of its professional claims—are now under this 
program. 
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curity tax did go up as planned to 6 per 
cent, and the tax base already up to $4,800 
per year. Under existing plans the tax is 
already scheduled to reach 9 per cent of 
payroll by 1969, and despite these increases, 
it is estimated that the new rise will not 
yield enough revenue to meet the cost of 
a medical care program to cover some 14 
to 16 million people. Millions of young 
workers, who generally need every dollar 
to meet present obligations, would be taxed 
for the rest of their working days to pay 
for free medical care for the aged, includ- 
ing those willing and able to take care of 
themselves. 


Why Doctors Support the Kerr-Mills Act 


Why should interested physicians encour- 
age the implementation of the Kerr-Mills 
Act rather than the King type of legislation? 
Because this law provides assistance to 
those persons 65 years of age or over who 
need it, and not as a benefit by right as pro- 
posed by the King bill. The need of medi- 
cal assistance for the aged has been gross- 
ly exaggerated. Our State Medical Society 
has been trying to amass figures relative to 
the exact need of the elderly population in 
this state. Certain governmental agencies 
have estimated that some 140,000 North 
Carolinians over the age of 65 can be con- 
sidered medically indigent. The State So- 
ciety has figures to show that a more ac- 
curate estimate would be about 68,000 peo- 
ple. These figures have been difficult to ob- 
tain, but all concerned believe them to be 
accurate. 

The total state population of people over 
65 years of age is some 314,000 as of Janu- 
ary, 1961. It is estimated that 12 per cent 
of them are certified beneficiaries of OAA. 
It is also estimated that a total of 188,000 
can and would buy their own medical care, 
while only some 68,000 would qualify as 
medically indigent. In addition, it has been 
estimated that of these 68,000, approximate- 
ly 8,000 would require hospitalization dur- 
ing any one year. These are the statistics 
that should concern us rather than the 
grossly exaggerated figures that have been 
distributed. These 8,000 are the people who 
need our assistance, and these are the peo- 
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ple who can best be aided by a legislative 
vehicle such as the Kerr-Mills Act. 

Let us analyze two bills in terms of cost. 
The cost of the King bill has been estimated 
to be close to 3.6 billion per year for hos- 
pitalization benefits alone. The Kerr-Mills 
bill has been estimated at a cost of 2 billion 
per year for all expanded health services, or 
four times less than the King bill would 
cost if all services were included. 

Let us compare them in terms of quality 
of care. The King bill, it is felt, would lower 
the standards of medical care and services 
by massive use and abuse of existing facil- 
ities and personnel. The Kerr-Mills_ bill 
should preserve and maintain the present 
high standards of medical services, as it 
would be controlled somewhat by local 
government. 

Let us compare the bills in terms of 
political philosophy. The King bill proposes 
to place the practice of medicine under the 
control of the federal government by the 
intercession of a third party in the patient- 
physician relationship. The Kerr-Mills Act 
encourages self-reliance and discipline in 
the private practice of medicine, and large- 
ly preserves the doctor-patient relationship 
while providing help for all who are in 
actual need of medical aid. 

Let us compare the services offered. The 
Kerr-Mills Act allows each state to set up 
a full range of services depending upon 
state and local appropriations to match fed- 
eral funds. It makes possible a shift from 
one source to the other for the sake of ef- 
ficiency and economy as the program de- 
velops with experience. This comparison, 
we believe, eloquently demonstrates the 
relative values of both philosophies. 

Now why should we, as interested phy- 
sicians, oppose the King approach? We 
should oppose it because it is totally un- 
necessary: The Kerr-Mills Act, which is 
the law of the land, can do the job; the 
King type of legislation would result in 
poorer, not better health care for the aged, 
with government employees telling phy- 
sicians what treatment they could provide 
for their patients, telling hospitals how to 
operate, telling nursing homes what they 
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could and could not do. It would lead to 
the decline, if not the end, of private health 
insurance; it would inevitably expand into 
a compulsory national health service for 
every American; it would be staggeringly 
expensive. Most important, it is well to re- 
member that such legislative vehicles as 
represented by the King bill are irreversible 
in nature and hard to stop. The tendency is 
to expand and never to contract them; and 
as time went on Congress would face con- 
tinual pressure for more extended coverage 
and greater benefits, and costs would rise 
proportionately. 

As a result of this thinking, the North 
Carolina State Medical Society recently vot- 
ed overwhelmingly to implement the Kerr- 
Mills Act and to support legislative action 
to implement it in our state. Seldom has a 
program such as the Kerr-Mills bill offers 
been tailored so exactly to meet the specifi- 
cations of providing medical assistance for 
those who need it rather than as a right 


for all. 
Conclusion 


Now where does the answer to the prob- 
lem of providing the best possible health 
care for the elderly lie? 

It lies in community action. It lies in the 
cooperative efforts of private citizens, 
health professions, and all parameter dis- 
ciplines to provide for our senior citizens, 
not only medical care but retirement vil- 
lages, new nursing homes, chronic disease 
centers, home care programs, recreation fa- 
cilities, and research programs. In addition, 
the problem of financing the health care 
of our elderly is being met by private in- 
surance and prepayment plans. Tremendous 
advances are being made in the field of 
health insurance. According to the Health 
Insurance Institute of America, 60 per cent 
of our senior citizens who want and need 
health insurance will have protection by 
the end of this year, and the percentages 
will increase until 90 per cent are covered 
by 1970. Moreover, particular hospital and 
medical needs of the aged are being met 
through the voluntary efforts of private 
citizens at the community level. 

Much is being done, but much remains to 
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be done. It is through the efforts of indi- 
ivdual communities as we apply ourselves 
to the mutual effort—which is consider- 
able—that the day will come when every 
senior citizen in the United States will have 
the opportunity to find the richness and 
meaning, both in health and community un- 
derstanding, that should make these twi- 
light years the most rewarding years of his 
life. 


SPECIAL REPORT 


Report on Action of the House of Delegates 
American Medical Association 
110th Annual Meeting 
June 25-30, 1961 
New York City 


Osteopathy, medical discipline, communi- 
cations, surgical assistants, drug legislation, 
general practice residencies, relations with 
allied health professions and services, and 
poliomyelitis vaccine were among the major 
subjects covered by 115 resolutions and 28 
reports acted upon by the House of Deleg- 
ate at the American Medical Association’s 
One Hundred Tenth Annual Meeting held 
June 25-30 in New York City. 

Dr. George M. Fister of Ogden, Utah, 
member of the A.M.A. Board of Trustees 
and previously a member of the House of 
Delegates, was named president-elect of the 
Association. Dr. Fister will become presi- 
dent at the June, 1962, annual meeting in 
Chicago, succeeding Dr. Leonard W. Larson 
of Bismarck, North Dakota, who assumed 
office at the Tuesday night inaugural cere- 
mony in New York. 

The A.M.A. 1961 Distinguished Service 
Award was voted to Dr. Walter H. Judd of 
Minneapolis, physician and member of Con- 
gress, for his contributions as a medical mis- 
sionary, humanitarian, and statesman de- 
voted to world peace. 

Total registration through Thursday, 
with half a day of the meeting still remain- 
ing, had reached 56,315, including 22,681 
physicians. 


This report was forwarded to the JourNnat by Dr. Elias 
Faison, Secretary of the North Carolina delegates to 
the A.M.A. 
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Osteopathy 

In considering a report of the Judical 
Council and three resolutions on the subject 
of osteopathy, the House of Delegates agre- 
ed with the intent of the report and resolu- 
tions, but instead adopted the following 
statement of A.M.A. policy: 

“1. There can never be an ethical rela- 
tionship between a doctor of medicine and 
a cultist, that is, one who does not practice 
a system of healing founded on a scientific 
basis. 

“2. There can never be a majority party 
and a minority party in any science. There 
cannot be two distinct sciences of medicine 
or two different, yet equally valid systems 
of medical practice. 

“3. Recognition should be given to the 
transition presently occurring osteo- 
pathy, which is evidence of an attempt by 
a significant number of those practicing 
osteopathic medicine to give their patients 
scientific medical care. transition 
should be encouraged so that the evolution- 
ary process can be expedited. 

“4. It is appropriate for the American 
Medical Association to reappraise its ap- 
plication of policy regarding relationships 
with doctors of osteopathy, in view of the 
transition of osteopathy into osteopathic 
medicine, in view of the fact that the col- 
leges of osteopathy have modeled their 
curricula after medical schools, in view 
of the almost complete lack of osteopathic 
literature and the reliance of osteopaths on 
and use of medical literature, and in view 
of the fact that many doctors of osteopathy 
are no longer practicing osteopathy. 

“5. Policy should now be applied individ- 
ually at state level according to the facts as 
they exist. Heretofore, this policy has been 
applied collectively at national level. The 
test now should be: Does the individual doc- 
tor of osteopathy practice osteopathy, or 
does he in fact practice a method of healing 
founded on a scientific basis? If he practices 
osteopathy, he practices a cult system of 
healing and all voluntary professional as- 
sociations with him are unethical. If he 
bases his practice on the same scientific 
principles as those adhered to by members 
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of the American Medical Association, volun- 
tary professional relationships with him 
should not be deemed unethical.” 


Medical Discipline 


In a major move designed to strengthen 
the profession’s disciplinary mechanisms, 
the House approved the conclusions and 
recommendations of the Medical Disciplin- 
ary Committee, with only three word 
changes. The House discharged the com- 
mittee with thanks and commendation and 
directed that its functions be assumed as a 
continuing activity of the Judicial Council. 

One recommendation suggests that “The 
bylaws of the American Medical Association 
be changed to confer original jurisdiction 
on the Association to suspend or revoke the 
A.M.A. membership of a physician guilty of 
a violation of the Principles of Medical 
Ethics or the ethical policy of the American 
Medical Association regardless of whether 
action has been taken against him at local 
level.” 

Another “encourages and urges that each 
state association report annually to the Am- 
erican Medical Association all major dis- 
ciplinary actions taken within its jurisdic- 
tion during the preceding calendar year.” 

The report urged state and county med- 
ical societies to utilize grievance commit- 
tees as “grand juries” to initiate action 
against an offender so as to obviate the 
necessity of making an individual member 
of a medical society complain against a fel- 
low member. 

The House suggested that each medical 
school develop and present a_ required 
course in ethics and socio-economic prin- 
ciples, and that each state board of medical 
examiners include questions on ethics and 
proper socio-economic practices in all ex- 
aminations for license. 

The report concluded with a recommen- 
dation that “American medicine at the na- 
tional, state and local maintain an active, 
aggressive and continuing interest in med- 
ical disciplinary matters so that, by a de- 
monstration of good faith, medicine will be 
permitted to continue to discipline its own 
members when necessary.” 
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Communications 


Acting upon four resolutions related to 
the Association’s public relations program, 
the House adopted a substitute resolution 
directing the Speaker of the House of Dele- 
gates to name seven elected members of 
the House as a special committee ‘“‘to study 
and continually advise the Board of Trus- 
tees on the broad planning and coordination 
of all phases of communications of the Am- 
erican Medical Association, so that the pub- 
lic and the members of the medical profes- 
sion are properly and adequately advised 
of the policies and concern of the medical 
profession with respect to all phases and 
aspects of medical care for all people.” 


The House agreed with a reference com- 
mittee opinion that “we have a very ade- 
quate Division within the A.M.A. capable 
of implementing any program of communi- 
cations.” The approved committee report 
also said that “the Communications Divi- 
sion of the A.M.A. needs the active support 
and cooperation of the House and of all 
members of the Association.” 


Surgical Assistants 


In considering a Board report and two 
resolutions on the subject of surgical as- 
sistant’s fees, the House approved the fol- 
lowing five basic pricinples developed by 
the Judicial Council and the Council on 
Medical Service: 


“1. Each member of the A.M.A. is ex- 
pected to observe the Principles of Medical 
Ethics in every aspect of his professional 
practice. 

“2. Each doctor engaged in the care of 
the patient is entitled to compensation com- 
mensurate with the value of the services he 
has personally rendered. 


“3. No doctor should bill or be paid for 
a service which he does not perform; mere 
referral does not constitute a professional 
service for which a _ professional charge 
should be made or for which a fee may be 
ethically paid or received. 

“4. It is ethically permissible for a sur- 
geon to employ other physicians to assist 
him in the performance of a surgical proce- 
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dure and to pay a reasonable amount for 
such assistance. 

“This principle applies whether or not an 
assisting physician is the referring doctor 
and whether he is on a per-case or full-time 
basis. The controlling factor is the status of 
the assisting physician. If the practice is a 
subterfuge to split fees or to divide an in- 
surance benefit, or if the physician is not 
actually employed and used as a bona fide 
assistant, then the practice is contrary to 
ethical principles. 

“5. Under all other circumstances where 
services are rendered by more than one 
physician, each physician should submit his 
own bill to the patient and be compensated 
separately.” 


Efficacy of Drugs 


The House strongly endorsed a Board re- 
port which pointed out the problems that 
would result from amending the Food, Drug 
and Cosmetic Act to authorize the Food and 
Drug Administration to determine the ef- 
ficacy, as well as the safety, of a prescrip- 
tion drug prior to the approval of a new 
application. The A.M.A. will oppose such 
legislation before the Kefauver Committee, 
the report pointed out, on the basis that “a 
decision with respect to the effectiveness of 
drugs is dependent upon extended research, 
experimentation and usage.’ The House 
agreed that vesting such authority in the 
Food and Drug Administration would op- 
erate to limit research, the marketing of 
drugs and the exercise of discretion by the 
medical profession. “The marketing of a 
relatively useless drug is infinitely less 
serious than would be the arbitary exclusion 
from the market of a drug that might have 
been life saving for many persons,” the 
House declared. 


General Practice Residencies 


Eight resolutions were introduced on the 
subject of creating new two-story, residency 
training programs in general practice. The 
House agreed that there appears to be a 
need for such programs for those individ- 
uals who desire more experience in obste- 
trics and surgery than may be available in 
the currently existing Family Practice Pro- 
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gram. It approved a substitute resolution 
directing the Council on Medical Education 
and Hospitals to consider for approval other 
two-year programs in general practice 
which incorporate experience in obstetrics 
and surgery. The Council will review these 
programs on the basis of their individual 
merits and conduct a long-range evaluation 
of the new programs as well as the previous- 
ly established Family Practice Programs. 


Relations With Other Health 
Professions and Services 


The House considered a Board report and 
12 resolutions dealing with various aspects 
of medicine’s relationships with allied 
health professions and services, including 
optometry. The Board report recommended 
the creation of a new A.M.A. Council to 
handle all the problems involved. The 
House, however, accepted a reference com- 
mittee suggestion for establishment of a 
new Commission to Coordinate the Rela- 
tionships of Medicine with Allied Health 
Professions and Services. The Commission 
will be composed of seven members appoint- 
ed by the Speaker of the House. Subcommit- 
tees, composed of from three to five mem- 
bers selected by the Commission from lists 
of names submitted by the scientific sec- 
tions, will consider problems in_ specific 
areas. The Commission will correlate and 
catalogue the reports of the subcommittees 
and will act as liaison agent between the 
subcommittees and those A.M.A. Councils 
where there may be overlapping interests. 

Polio Vaccine 

The House approved a report by the 
Council on Drugs on the present status of 
poliomyelitis vaccination in the United 
States and urged that it be made available 
to all physicians through the most effective 
communications media. The report clearly 
outlines procedures recommended for im- 
plementation of mass vaccination with the 
new oral vaccine when it becomes available. 
The House complimented the Council on its 
“clear and succinct statement on the initia- 
tion of the new campaign which will be 
needed to promote the new vaccine.’ The 
House agreed that the report provides the 
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practicing physician with a reliable series 
of answers to the many questions which will 
arise during the change-over from Salk vac- 
cine to oral vaccine. The report emphasizes, 
however, that “physicians should encour- 
age, support and extend the use of Salk 
vaccine on the widest possible scale at least 
until the oral polio-virus vaccines currently 
under development and clinical trial become 
available.” 


Miscellaneous Actions 


In dealing with resolutions and reports on 
a wide variety of other subjects, the House 
also: 

Approved the “Guides to Physician Rela- 
tionships with Medical Care Plans,’ sub- 
mitted by the Council on Medical Service, 
with these two changes: deletion of item 5 
under “Responsibilities of the Medical So- 
ciety,” which said “To recognize that pro- 
perly qualified physicians employed by, or 
otherwise serving, medical care plans 
should not be denied professional rights and 
privileges because of their service to such 
plans,” and addition of a new item 1 under 
“Responsibilities of the Medical Care Plan,” 
which reads:: “To provide the beneficiary 
of the plan with free choice of qualified 
physicians”; 

Reaffirmed its support of the Kerr-Mills 
program for the needy and near-needy aged 
and its opposition to any legislation of the 
King-Anderson type, declaring that the 
medical profession ‘‘will not be a_ willing 
party to implementing any system which 
we believe to be detrimental to the public 
welfare’”’; 

Approved a markedly expanded drug in- 
formation program submitted by the Board 
of Trustees and the Council on Drugs; 

Adopted the final report of the Special 
Study Committee of the Council on Medical 
Education and Hospitals and recommended 
that copies be sent to all medical school 
deans in the United States; 

Decided to hold the 1963 Clinical Meeting 
in Portland, Oregon, instead of Las Vegas, 
Nevada, as recommended by the Board; 

Approved a plan by the A.M.A. Depart- 
ment of International Health to cooperate 
in the recruitment of volunteer physicians 
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for emergency medical service in foreign 
mission fields; 

Agreed to an increase of $20 in the an- 
nual A.M.A. membership dues to be imple- 
mented over a period of two years: $10 on 
January 1, 1962, and $10 additional on Jan- 
uary 1, 1963; 

Discontinued the Association’s General 
Practitioner of the Year award; 

Opposed legislative and administrative 
mandates which would compel physicians 
to prescribe drugs, or require pharmaceu- 
ticals to be sold, by generic names only; 

Reaffirmed the Association’s opposition 
to compulsory inclusion of physicians under 
the Social Security system; 

Urged immediate legislation that will pro- 
vide strong economic motivation for the 
construction and maintenance of fallout 
shelters; 

Disapproved two resolutions which would 
have discontinued the scientific activities at 
the Clinical Meeting: 

Urged immunization campaigns against 
both tetanus and influenza, and 

Asked state and county medical societies 
to give full support to the First National 
Congress on Medical Quackery to be jointly 
sponsored next October 6-7 in Washington, 
D. C., by the A.M.A. and the Food and Drug 
Administration. 

Open Session 


At the opening session on Monday, Dr. E. 
Vincent Askey of Los Angeles, retiring 
A.M.A. president, challenged physicians and 
medical organizations to re-examine their 
own efforts to strengthen and improve med- 
icine, and he warned against defeatism and 
failure to accept personal responsibility for 
answering criticisms. Dr. Larson, then 
president-elect, called on the profession to 
strengthen methods of self-discipline in both 
the state and county societies, adding that 
physicians must be concerned with impro- 
per or incompetent practice and unethical 
actions of all kinds. The 1961 Goldberger 
Award in Clinical Nutrition was presented 
to Dr. Frederick J. Stare, chairman of the 
Department of Nutrition at Harvard Med- 
ical School. 
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Inaugural Ceremony 

Dr. Larson, in his inaugural address Tues- 
day night, said that the really good doctor, 
guided by the profession spirit, will always 
remember that medicine exists for just one 
purpose—to serve humanity. When the 
essence of that spirit is diluted or destroy- 
ed, either in a individual physician or in a 
nation, he added, medicine ceases to be a 
profession in the highest sense of the word. 
Dr. Larson also presented the Distinguished 
Service Award medal to Rep. Judd. Enter- 
tainment highlight of the inaugural pro- 
gram was a concert by the Montgomery 
County Medical Society Glee Club of Day- 
ton, Ohio. 

Election of Officers 

In addition to Dr. Fister, the new presi- 
dent-elect, the following officers were nam- 
ed at the Thursday session: 

Dr. Eustace A. Allen of Atlanta, vice 
president; Dr. Norman A. Welch of Boston, 
re-elected speaker of the House, and Dr. 
Milford O. Rouse of Dallas, Texas, re-elected 
vice speaker. 

Elected to the Board of Trustees were 
Dr. Wesley W. Hall of Reno, Nevada, to 
succeed Dr. Fister; Dr. Homer L. Pearson, 
Jr., of Miami, Florida, to replace Dr. Julian 
P. Price of Florence, South Carolina, and 
Dr. Charles L. Hudson of Cleveland, Ohio, 
to fill out the term of the late Dr. Cleon A. 
Nafe of Indianapolis. The Board named the 
following officers: chairman, Dr. Hugh 
Hussey of Washington, D. C.; vice chair- 
man, Dr. Perey Hopkins of Chicago, and 
secretary, Dr. James Z. Appel of Lancaster, 
Pennsylvania. 

Named to the Judicial Council were Dr. 
Robertson Ward of San Francisco, to suc- 
ceed himself, and Dr. Elmer G. Shelley of 
North East, Pennsylvania, to replace Dr. 
Pearson. 

Re-elected to the Council on Constitution 
and Bylaws was Dr. Walter E. Vest of Hunt- 
ington, West Virginia. 

New Members of the Council on Medical 
Service are Dr. Charles Ashworth of Pro- 
vidence, Rhode Island, succeeding Dr. Carl- 
ton Wertz of Buffalo, New York, and Dr. 
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Burtis E. Montgomery of Harrisburg, II- 
linois, to succeed Dr. Charles Hudson of 
Cleveland. 

For the Council on Medical Education 
and Hospitals, Dr. Dwight L. Wilbur of San 
Francisco was elected to succeed Dr. John 
W. Cline of the same city, and Dr. Kenneth 
C. Sawyer of Denver, Colorado, was named 
to succeed Dr. Guy A. Caldwell of New Or- 
leans. 

F. J. L. M.D. 
EXECUTIVE VICE PRESIDENT 
AMERICAN MEDICAL ASSOCIATION 


Report from 
The Duke University 


Poison Control Center 


Jay M. Arena, M.D. 
DIRECTOR 
SALICYLATE 

Aspirin, like certain other drugs, has been 
deliciously flavored to make it acceptable to 
children, but as a result they readily mis- 
take it for candy. Methyl] salicylate (oil of 
wintergreen) is so highly attractive in ap- 
pearance that children have been enticed 
into drinking it. In addition to these causes 
of salicylate poisoning, parents are some- 
times guilty of overtreatment. They know 
that aspirin is beneficial in a febrile illness, 
but most of them are not aware that there 
is a rule of safe dosage: For each year up 
to the age of 5, children may be given 65 
mg. (1 grain) every four hours—not more. 

Continued administration of salicylates 
can lead to cumulative toxicity. Administra- 
tion to an infant who is dehydrated, who 
takes little fluid, or who has reduced urin- 
ary output calls for the skill and knowledge 
of a physician. 

The salicylates (methyl salicylate except- 
ed} are rapidly and well absorbed from the 
digestive tract, including the stomach, and 
are found in all tissues afterward. Elimina- 
tion is largely via the kidney, starting as 
early as 10 to 15 minutes after a thera- 
peutic dose and continuing for several 
hours, but traces can appear in the urine 
for three days or more. About 20 per cent 
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of the salicylate is oxidized in the tissues, 
and 70 per cent excreted in the urine. 

Methyl] salicylate has other characteris- 
tics which are of practical importance. It 
contains more salicylate at a time than other 
remedies: one teaspoonful (5 ml.) is equi- 
valent to about 12 aspirin tablets (325 mg. 
each). The absorption of methyl salicylate 
may be delayed for hours; consequently, 
when oil of wintergreen has been swallow- 
ed, gastric lavage is almost always worth 
the trouble, even hours later. 


Pharmacologic Effects 


The pharmacologic effects of salicylates 
in large doses are fairly well, though not 
completely, understood. They consist in the 
main of initial hyperventilation, followed 
in severe cases by a metabolic acidosis. The 
first sign noted is rapid, deep and pauseless 
breathing. This hyperventilation is ascrib- 
ed to some direct stimulatory effect on the 
respiratory center, and its result is exces- 
sive removal of carbon dioxide. With the 
loss of carbon dioxide there is primary re- 
duction of the serum CO, level and a rise in 
the blood pH. That is, there is first a res- 
piratory alkalosis, alleviated to a measur- 
able degree by a compensatory renal reten- 
tion of chlorides and excretion of sodium. 
In adults and older children the matter ends 
there, and (if the drug is withdrawn) re- 
covery ensues within a few days. 

In infants, and in others receiving dispro- 
portionately large doses, a metabolic acidos- 
is next develops, and the pH falls to normal 
and then below. Among the factors produc- 
ing the acidosis may be included some loss 
of sodium via the urine during the initial 
alkalosis, and, to some extent, the ketosis of 
dehydration, starvation, and fever; but 
these (and the accumulation of salicylate 
ion) are not regarded as the entire explana- 
tion. It has been suggested that an effect 
of salicylate may be a metabolic change at 
the cellular level, so that organic acid met- 
abolites accumulate apart from ketone 
bodies. 

The development of metabolic acidosis 
is not distinguishable by clinical observation 
alone, for acidosis is now a stimulus to 
hyperventilation and consequent reduction 
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in serum CO.. As a matter of fact, this re- 
duction serves as a compensatory mechan- 
ism to the metabolic acidosis. Hence the 
child’s breathing and the serum CO, fails to 
show which phase of intoxication is pre- 
sent; and, as the urine is not necessarily 
alkaline during alkalosis, it affords no clari- 
fication. Blood pH must be determined for 
recognition of the state of acidosis. The 
question is not academic, since therapy is 
guided by the chemical status of the child. 

The ferric chloride test provides presump- 
tive evidence of salicylate poisoning. Nor- 
mally, ferric chloride gives a Burgundy-red 
color if aceto-acetic acid is present, but the 
color does not appear if the specimen is boil- 
ed before adding the 10 per cent ferric chlo- 
ride. If salicylate ion is present, however, 
the test is positive even after boiling, and 
gives a violet color. The test is of no quanti- 
tative value, however, since a strongly posi- 
tive reaction may be found in association 
with relative low blood levels of salicylate. 
Neither can the test be used to identify as- 
pirin in gastric contents, since the color 
complex is formed only with free salicylic 
acid. 


Management 


The management of salicylism includes 
close observation and knowledge of the mul- 
tiple effects of salicylates on the body. These 
include an increase in body metabolism, 
lengthened prothrombin time, and blockage 
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of the enzyme systems that normally aid the 
utilization of ketones. The dehydration, 
chemical imbalance, and salicylate toxicity 
combine to impair the peripheral circula- 
tion, and an end result is the accumulation 
of ketone bodies and other acid metabolic 
products which cannot be handled by the 
kidney. Thus the original respiratory al- 
kalosis is changed to a metabolic acidosis. 

Fever is reduced by cold or tepid spong- 
ing; large quantities of parenteral fluids are 
given to offset dehydration and to augment 
the elimination of salicylates by increasing 
urine flow; vitamin K is administered to 
combat the bleeding tendency due _ to 
hypoprothrombinemia. Glucose is needed to 
overcome ketosis, and electrolyte solutions 
are required to correct electrolyte imbal- 
ance. Sodium bicarbonate or lactate (con- 
traindicated in the early phase when res- 
piratory alkalosis prevails, although there 
is some doubt that uncomplicated respira- 
tory alkalosis occurs in the very small in- 
fant) is given to increase the blood pH, and 
because salicylates are more promptly ex- 
creted in an alkaline urine. Oxygen should 
be administered to supply the brain, kid- 
neys, and other tissues. Hemodialysis with 
the artificial kidney and exchange transfus- 
ions may be life-saving procedures for 
methy!] salicylate or severe salicylate poison- 
ing. To help the body metabolize salicylate, 
Diamox (acetazolamide) has recently been 
used effectively. 


.... formula dieting is not inherently dangerous. A liquid food mix- 
ture is nutritionally equivalent to the same quantity of food in more 
familiar form. Formula feedings permit exact control of dietary intake— 
an essential requirement of metabolic studies, and a helpful feature in 
the initial treatment of obesity. However, liquid mixtures do not have 
magic properties that allow sedentary and overfed people to lose weight 
easily and keep it off permanently. Used as an occasional feeding to 
replace some regular meals, formula feedings are harmless but no more 
effective than feeding the same number of calories as plain milk, as a 
serving of fruit as tea and honey, or as any one of countless other simple 
foods—Dole, V. P.: Editorial: Nine Hundred Calories, New York State 
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1961 


THE A.M.A.’S ONE HUNDRED TENTH 
ANNUAL MEETING 


Dr. S. J. L. Blasingame’s comprehensive 
report of the A.M.A.’s One Hundred Tenth 
annual meeting appears elsewhere in this 
issue. Only a few editorial comments will 
be given here. 

The registration for this meeting was the 
highest yet recorded—almost three times 
that of the Miami meeting last year. The 
scientific program was well up to the stand- 
ard set by previous meetings. Members of 
the House of Delegates, however, had little 
time to take in the scientific program or 
the exhibits. The House was in session all 
day Monday and Wednesday and until 1:00 
A.M. Thursday. Those serving on reference 
committees were busy most of Tuesday. 


A record number of resolutions—115— 
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were introduced, in addition to 28 reports. 
Perhaps the most important action of the 
House was the approval of the receommenda- 
tions of the Medical Disciplinary Committee 
and the direction that its function be as- 
sumed by the Judicial Council. 

Another important action was the ap- 
proval of the oral polio vaccine for mass 
vaccination when it becomes available— 
meanwhile continuing support of the Salk 
vaccine. 

The door was opened for recognition of 
osteopaths who base their practice on the 
scientific principles of regular medicine. 

For the Distinguished Service Award, Dr. 
Walter H. Judd won a large majority of 
votes over the two other candidates. 

The President-Elect, Dr. G. M. Fister, was 
a dark-horse candidate. It had been assum- 
ed that our neighbor, Dr. Julian Price, who 
has served his full term of 10 years as a 
member of the Board of Trustees and as 
Chairman for the last few years, would be 
elected without opposition—but Dr. Fister, 
who has also been a trustee for eight years, 
was elected by a large majority. Although 
the North Carolina delegates supported Dr. 
Price, Dr. Fister may be sure that he will 
have the support of our members in the 
trying years ahead, and Julian need not be 
told that we shall continue to hold him in 
highest esteem and affection. 

Dr. Leonard Larson, who was installed as 
President on Tuesday night in a televised 
ceremony, won the hearts of North Carolina 
doctors when he visited us last year in Ral- 
eigh. Since his daughter lives in North 
Carolina, we feel that we have some claim 
on him. 

Dr. Amos Johnson made his debut as 
North Carolina’s fourth delegate and gave 
a good account of himself. Dr. Schoenheit 
came for the second time as Dr. Strosnider’s 
alternate. Last year Dr. Strosnider was kept 
at home by his own illness, this year by that 
of his wife. Drs. Millard Hill and Elias 
Faison are, of course, veteran delegates. Dr. 
Hill was on the important Reference Com- 
mittee on Legislation and Public Relations. 

The New York State Society proved to be 
most gracious hosts. The dinner dance Mon- 
day night was featured by no speeches but 
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by good music, good food, and good fellow- 
ship. 

One always leaves the annual meeting 
with the feeling of wonder that so much 
can be accomplished in so little time. The 
A.M.A. is indeed the greatest medical show 
on earth. 

* * * 


THE 1961 LEGISLATURE 


Many citizens have differed with Gover- 
nor Sanford’s appraisal of the 1961 Legisla- 
ture as being one of the greatest in history. 
Many believe that the legislature took more 
backward than forward steps. 

A forward step of medical interest was 
the establishment of a program of inspec- 
tion for red meats and poultry. Other for- 
ward steps of general interest were im- 
provement of our general education pro- 
gram, including a pilot instruction for speci- 
al instruction of gifted children, and also a 
program to test the feasibility of recognizing 
gifted teachers. Another forward step was 
to stop diverting highway funds for other 
purposes, such as support of prisons. 

Among the backward steps was the defeat 
of three of four proposals for safety legisla- 
tion: the bill to require mechanical inspec- 
tion, a bill permitting chemical tests for 
alcohol concentration to be used on persons 
suspected of drunken driving, and a bill to 
set up penalties for driving under the in- 
fluence of drugs. The only one of Commis- 
sioner Ed Scheidt’s recommendations that 
passed both the Senate and the House was 
the bill to bolster the driver point system 
program. 

From the medical standpoint, the longest 
backward step was the defeat of the bill to 
take advantage of the Kerr-Mills Act. This 
bill passed the House, but was killed in the 
Senate. The reason given for killing the bill 
was really an insult to the medical profes- 
sion—that the medical aid plan would be 
dominated by the medical profession. As the 
Winston-Salem Journal commented  edi- 
torially, “it still seems a shame to have let 
these funds go to waste, when the medical 
needs of the aged are so urgent and when 
for so little North Carolina could have ob- 
tained so much.” 


While the redistricting of the state in 
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order to eliminate one of its present 12 seats 
in Congress is not a medical matter, doctors 
are and should be good enough citizens to 
resent the gerrymandering tactics used in 
order to pit one of the most popular Demo- 
cratic Representatives against the sole 
Republican Representative. It is quite pos- 
sible that this obviously partisan maneuver 
will backfire, for almost certainly many 
voters who usually vote the Democratic 
ticket will have enough sense of fair play 
to cross the party line. 

Although the rural population of North 
Carolina is chiefly in the eastern half of the 
state, the Piedmont section was penalized 
by the gerrymandering tactics. It is only 
fair to say, however, that the rural popula- 
tion of the west as well as of the east com- 
bined against the urban population. As a 
result, our state is less democratic in the 
broad sense of the term than it should be. 

A review of the 1961 Legislature shows 
that all four of the safety measures proposed 
by Ed Scheidt passed the Senate, but three 
of them were killed in the House. On the 
other hand, the Kerr-Mills Act was approv- 
ed by the House but was killed in the Sen- 
ate. This observation raises the question if 
it might not be a good idea to adopt the 
policy of some of the midwestern states and 
have a single legislative body instead of 
two. 

The 1961 Legislature achieved one “first.” 
For the first time in our state’s history, 
North Carolina’s budget passed the billion 
dollar mark. There are some living who can 
remember when the United States first had 
a billion-dollar budget. The Speaker of the 
House commented that this was fitting, 
since the United States was a billion-dollar 
country. Let us hope that North Carolina 
will prove truly to be a billion-dollar state. 


“DIAGNOSTIC” OR “CLINICAL” 
RADIOLOGY 

The January issue of this JOURNAL pub- 
lished a letter from the American College of 
Radiology warning our readers against be- 
ing misled by two organizations promoted 
by a California internist, Dr. Louis Shattuck 
Baer. The older organization was given the 
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imposing name, “The American Society of 
Diagnostic Radiology.” The younger was 
christened, “The American Society of Clin- 
ical Radiology.” Because renewed efforts are 
being made to recruit members for the So- 
ciety of Clinical Radiology, it is in order to 
remind our readers again of the nature of 
this organization. 

So far as can be learned, the only qualifi- 
cation required for membership in either 
organization is ten dollars—and possibly the 
possession of an x-ray machine. In contrast 
to these loose standards for membership, the 
American College of Radiology requires high 
standards of proficiency in the practice of 
radiology. These standards are to assure the 
American public of the best practice of radi- 
ology. Anyone who is properly qualified can 
become a member of the American College 
of Radiology. Circurnvention of these criteria 
by forming organizations which do not 
require such training for membership will 
undermine the best practice of medicine. 
Membership in them should be avoided. 

* * * 


AS OTHERS SEE US 


One of the most frequently terms used 
nowadays is “image.” Much has been writ- 
ten both in medical and nonmedical publi- 
cations about the present-day image of the 
doctor. New York State Journal of Medicine 
for July 1 has such a pertinent, succinct dis- 
cussion of “Our Corporate Image” that we 
are reproducing it for the benefit of our own 
readers. 

One of the preoccupations of our times is 

to view our corporate image. None escape— 
our nation, our cities, and our businesses 
and professions are all under scrutiny in 
this regard. There are serious lessons to be 
learned from this modern type of narciss- 
ism. 
A recent private poll by the editor of one 
of our large daily papers in this State asked 
the question, “What do you think of doc- 
tors?”” The editor asked this question per- 
sonally of random subscribers and friends. 

Surprisingly enough, criticism was di- 
rected not particularly to the actions or in- 
actions of organized medicine but to the in- 
dividual doctor’s conduct of his practice. 
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Almost universal were the complaints of 
lack of a warm, understanding contact with 
the physician, wholesale referral to special- 
ists, particularly for simple, uncomplicated 
conditions, and high costs, including hos- 
pitalization and drug costs which are large- 
ly out of the control of the doctor. 

Numerous were the complaints of in- 
ability to get the doctor “when I want him.” 
This was not a night call problem but one 
which happened during the business hours 
of the day. “The doctor is not punctual” 
was often heard. Sad to relate, there was 
some criticism of an occasional one of our 
own who loaded on an extra fee to insur- 
ance service benefits which had been firm- 
ly agreed on. 

There was much praise too for skill and 
competence. The people like and admire 
what we do, but they are less than enthu- 
siastic about how we do it. 

The corporate image is the sum total of 
the individual images. We will look better 
when we are better. 

Tightening up in extravagances in hos- 
pitalization and drug prescribing, closer at- 
tention to our patients and a human, holis- 
tic approach to their problems, and pru- 
dence in referral would please our patients 
and might not do us a bit of harm as we 


face the winds of change. 
* * * 


PROPOSED INCREASE OF TAX 
ON TRUCKS 


Regardless of one’s political views, any- 
one who has thought seriously about the 
matter must admit that President Ken- 
nedy’s proposal to increase sharply the tax 
on trucks according to their weight is 
logical. Some years ago a highway engineer 
stated that the crushing impact of one 
heavy truck did more damage to our hard- 
surfaced highways than a thousand pas- 
senger Cars. 

Anyone who has driven behind one of the 
freight cars on rubber wheels that are now 
so numerous needs no degree in engineering 
to realize that this estimate was not un- 
reasonable, and that the Behemoths of the 
highway should bear a more equitable share 
of the upkeep of our highway system. 


a 
a 
: 
a 
© 
: 
: 
4 
: 
| 
i 


II. 


1. 


August, 1961 


NOTE: 


Committees & Organizations 


Schedule of Committee & Commission Appointments, 1961-1962 
The Committees listed herein have been authorized by President Claude B. Squires, 


and/or are required under the Constitution and By-Laws. 

Particular note should be taken of the authorization of the House of Delegates of 
a Commission form of organizational activity and that all Committees, excepting Com- 
mittee on Nomination, Committee on Negotiation, and Committee on Grievances, are 
segregated under the respective Commission in which the function of the committee 
logically rests. This will tend to eliminate overlapping and duplication in activity pro- 
grams and result in coordination of the work of the Society in a manner to lessen the 
work of the delegates in the Annual Meeting of the House of Delegates. 

(The President, Secretary and Executive Director of the Society are ex-officic 
members of all committees and, along with the Commission Chairman, should receive 
notice of meetings, agenda and minutes of committee meetings during the activity 


year.) 


ADMINISTRATION COMMISSION 
Wayne J. Benton, M.D., Chairman 

2320 Battleground Rd. Committee 
Greensboro, North Carolina listing 
Finance, Committee on (I-1) #19 
Wayne J. Benton, M.D., Chairman 

2320 Battleground Rd. 

Greensboro, North Carolina 

Liaison to Study Integration of Negro #44 
Physicians into Medical Society of State of 
North Carolina 

Paul F. Whitaker, M.D., Chairman 

1205 N. Queen St. 

Kinston, North Carolina 

Trust Study Committee (1-3) #45 
Jesse Caldwell, M.D., Chairman 

114 West Third Street 

Gastonia, North Carolina 


ADVISORY AND STUDY COMMISSION 
Jacob H. Shuford, M.D., Chairman 

7 Main Avenue Place, S. W. 

Hickory, North Carolina 

Auxiliary Advisory and Archives of 
Medical Society History, Committee on, 
(IT-1) #1 
Roscoe D. McMillan, M.D., Chairman 
P.:0. Box 232 

Red Springs, North Carolina 

American Medical Education Foundation, 
Committee on, (II-2) #2 
Ralph B. Garrison, M.D., Chairman 

222 N. Main Street 

Hamlet, North Carolina 

Blue Shield, Committee on (11-3) #8 
Jacob H. Shuford, M.D., Chairman 

7 Main Avenue Place, S. W. 

Hickory, North Carolina 

Constitution and By-Laws, 

Committee on, (IT-4) #13 
Roscoe D. McMillan, M.D., Chairman 

Box 232 

Red Springs, North Carolina 


6. 


8. 


9. 


III. 


Credit Bureau, 

Committee on Medical, (11-5) #14 
W. Howard Wilson, M.D., Chairman 

103 Professional Building 


Raleigh, North Carolina 


Industrial Commission of North Carolina 
Committee to Work with, (11-7) #23 
Thomas B. Dameron, Jr., M.D., Chairman 
600 Wade Avenue 

Raleigh, North Carolina 

Medical Care of Dependents of Members of 
Armed Forces, (MEDICARE) 

Committee on, (II-7) #28 
David M. Cogdell, M.D., Chairman 

911 Hay Street 

Fayetteville, North Carolina 


Student A.M.A. Chapters, 

Committee Advisory to, (11-8) #41 
John P. Davis, M.D., Chairman 

821 Nissen Building 

Winston-Salem, North Carolina 


Blue Shield Deputation to 

National Blue Shield (11-9) #46 
Theodore S. Raiford, M.D., Chairman 

301 Doctors Bldg. 

Asheville, North Carolina 


ANNUAL CONVENTION COMMISSION 
R. Beverly Raney, M.D., Chairman 

North Carolina Memorial Hospital 
Chapel Hill, North Carolina 


Arrangements, (of Facilities Annual 
Session), Committee on, (III-1) #4 
John §. Rhodes, M.D., Chairman 

700 West Morgan Street 

Raleigh, North Carolina 

Audio-Visual Scientific Postgraduate 
Instruction, Committee on, (ITT-2) #5 
J. Leonard Goldner, M.D., Chairman 
Duke Hospital 

Durham, North Carolina 
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Awards, Committee on (TIT-3) #6 


Lester A. Crowell, Jr., M.D., Chairman 
South Aspen St. 

Lincolnton, North Carolina 

Delegates, Committee on Credentials 

to House of Delegates (ITT-4) #15 
T. Tilghman Herring, M.D., Chairman 
Wilson Clinic 

Wilson, North Carolina 

Exhibits, Committee on Scientific, 

(111-5) FIT 
Vernon H. Youngblood, M. D., Chairman 
609 Kannapolis Highway 

Concord, North Carolina 

Golf Tournament, Committee on 

Medical (III-6) #21 
Charles W. Styron, M.D., Chairman 

615 St. Mary’s St. 

Raleigh, North Carolina 

Scientific Works, Committee on (III-7) #7 
Kenneth M. Brinkhous, M.D., Chairman 
University of N. C. 

Chapel Hill, North Carolina 
PROFESSIONAL SERVICE COMMISSION 
George W. Paschal, Jr., M.D., Chairman 
1110 Wake Forest Rd. 

Raleigh, North Carolina 

Emergency Medical and Military Service 
Committee on (IV-1) #16 
George W. Paschal, Jr., M.D., Chairman 
1110 Wake Forest Rd. 

Raleigh, North Carolina 

Eye Care and Eye Bank, 

Committee on (IV-2) #18 
George T. Noel, M.D., Chairman 

211 Raleigh Building 

Kannapolis, North Carolina 

Insurances, Committee on, (IV-3) #24 
Joseph W. Hooper, Jr., M.D., Chairman 
410 North 11th Street 

Wilmington, North Carolina 

Necrology, Committee on, (IV-4) #30 
Charles H. Pugh, M.D., Chairman 

Box 527 

Gastonia, North Carolina 

Nursing, Committee of Physicians on, 
(IV-5) #33 
Fred C. Hubbard, M.D., Chairman 

408 8th Street 

North Wilkesboro, North Carolina 
Postgraduate Medical Study, 

Committee on (IV-6) #35 
Wm. P. Richardson, M.D., Chairman 

N. C. Memorial Hospital 

Chapel Hill, North Carolina 


PUBLIC RELATIONS COMMISSION 
Hubert MeN. Poteat, Jr., M.D., Chairman 
713 Wilkins Street 

Smithfield, North Carolina 

Hospital and Professional Relations and 
Liaison to North Carolina Hospital 
Association, Committee on (V-1) #22 
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Theodore H. Mees, M.D., Chairman 
501 West 27th Street 

Lumberton, North Carolina 
Legislation, Committee on, (V-2) #25 
Edgar T. Beddingfield, Jr., M.D., Chairman 
P. O. Box 137 

Stantonsburg, North Carolina 
Medical-Legal Committee (V-3) #27 
Julius A. Howell, M.D., Chairman 
Bowman Gray School of Medicine 
Winston-Salem, North Carolina 

Public Relations, Committee on (V-4) #37 
David G. Welton, M. D., Chairman 

403 N. Tryon Street 

Charlotte, North Carolina 

Rural Health and General Practitioner 
Award, Committee on (V-5) #39 
Philip E. Dewees, M.D., Chairman 

Box 27 

Sylva, North Carolina 

Insurance Industry Liaison Committee #43 
Frank W. Jones, M.D., Chairman 

Catawba Hospital 

Newton, North Carolina 

PUBLIC SERVICE COMMISSION 

Allyn B. Choate, M.D., Chairman 

1012 Kings Drive 

Charlotte, North Carolina 

Anesthesia Study, Committee on, (VI-1) #3 
David A. Davis, M.D., Chairman 

North Carolina Memorial Hospital 

Chapel Hill, North Carolina 

Board of Public Welfare of North Carolina, 
Committee Advisory to, (VI-2) #9 
J. Samuel Holbrook, M.D., Chairman 
Davis Hospital 

Statesville, North Carolina 

Cancer, Committee on, (VI-3) #10 
James F. Marshall, M.D., Chairman 

310 West 4th Street 

Winston-Salem, North Carolina 

Child Health, Committee on, (VI-4) Fil 
Angus M. McBryde, M.D., Chairman 

809 West Chapel Hill Street 

Durham, North Carolina 

Chronic Illness, Tuberculosis and Heart 
Disease, Committee on, (VI-5) #12 
John R. Kernodle, M.D., Chairman 
Kernodle Clinic 

Burlington, North Carolina 

Maternal Health, Committee on, (VI-6) #26 
James F. Donnelly, M.D., Chairman 

State Board of Health 

Raleigh, North Carolina 

Mental Health, Committee on, (VI-7) #29 
Allyn B. Choate, M.D., Chairman 

1012 Kings Drive 

Charlotte, North Carolina 

Occupational Health, Committee on, 
(VI-8) #34 
John M. Hall, M.D., Chairman 

West Main Street 

Elkin, North Carolina 
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9. 


10. 


12. 


VII. 


VIII. 


4. 


2. 


Poliomyelitis, Committee on, (VI-9) #36 

Samuel F. Ravenel, M.D., Chairman 

104 E. Northwood Street 

Greensboro, North Carolina 

Rehabilitation Physical, 

Committee on (VI-10) #38 

George W. Holmes, M.D., Chairman 

2240 Cloverdale Avenue 

Winston-Salem, North Carolina 

School Health, Committee on, (VI-11) +40 

Jean D. Craven, M.D., Chairman 

19 W. 3rd Avenue 

Lexington, North Carolina 

Veterans Affairs, Committee on, 

(VI-12) #42 

Samuel L. Elfmon, M.D., Chairman 

225 Green Street 

Fayetteville, North Carolina 

NOMINATIONS, COMMITTEE ON (not a 

commission constitutionally provided) +432 

Charles M. Norfleet, Jr., M.D., Chairman 

Bowman Gray 

Winston-Salem, North Carolina 

#RIEVANCES, COMMITTEE ON, (not a 

commission By-Law provided) #20 

Donald B. Koonce, M.D., Chairman 

408 N. 1ith Street 

Wilmington, North Carolina 

NEGOTIATIONS, COMMITTEE ON, (not 

a commission By-Law provided) #31 

Wm. F. Hollister, M.D., Chairman 

Moore County Hospital 

Pinehurst, North Carolina 

Committee Advisory to the Auxiliary and 

Archives of Medical Society History 

(12) 

Roscoe D. McMillan, M.D., Chairman, Box 
232, Red Springs 

Phil L. Barringer, M.D., Box 472, Monroe 

Millard B. Bethel, M.D., School of Public 
Health, Chapel Hill 

Francis N. Bowles, M.D., 306 S. Gregson 
Street, Durham 

Ethel May Brownsberger, M.D., 75 Hender- 
sonville Road, Biltmore 

Powell G. Fox, Sr., M.D., 1110 Wake Forest 
Road, Raleigh 

Wingate M. Johnson, M.D., 300 South Haw- 
thorne Road, Winston-Salem 

Ruth Leonard, M.D., 106 W. 7th Street, 
Charlotte 2 

George T. Noel, M.D., 211 Raleigh Building, 
Kannapolis 

Zack D. Owens, M.D., Medical Building, 
Elizabeth City 

Rose Pully, M.D., 1007% N. College Street, 
Kinston 

Paul F. Whitaker, M.D., 1205 N. Queen 
Street, Kinston 

Committee on American Medical Education 

Foundation (AMEF) (5) II-2 

Ralph B. Garrison, M.D., Chairman, P. O. 
Box 71, Hamlet 
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William LeRoy Fleming, M.D., UNC School 
of Medicine, Chapel Hill 

Manson Meads, M.D., Bowman Gray School 
of Medicine, Winston-Salem 

William Pettway J. Peete, M.D., Duke Hos- 
pital, Durham 

Harry B. Underwood, M.D., 709 W. End 
Avenue, Statesville 

Committee on Anesthesia Study Commis- 

sion (11) VI-1 

David A. Davis, M.D., Chairman, 
Memorial Hospital, Chapel Hill 

Beverly W. Armstrong, M.D., 106 W. 7th 
Street, Charlotte 2 

Howard M. Ausherman, M.D., Box 10157, 
Charlotte 

Horace M. Baker, Jr., M.D., Medical Arts 
Building, Lumberton 

D. LeRoy Crandell ,M. D., Bowman Gray, 
Winston-Salem 

Joseph S. Hiatt, Jr., M.D., 208 S. W. Broad 
Street, Southern Pines 

John R. Hoskins, III, M.D., 203 Doctors 
Bldg., Asheville 

John C. Montgomery, 
Avenue, Charlotte 

Will Camp Sealy, 
Durham 

Charles R. Stephen, M.D., Box 3535, Duke 
Hospital, Durham 

Thomas B. Wilson, M.D., Rex Hospital 
Laboratory, Raleigh 

Committee on Arrangements (3) (plus 2 

consultants) III-1 

John §S. Rhodes, M.D., Chairman, 700 W. 
Morgan Street, Raleigh 

D. A. McLaurin, M.D., P. O. Box 27, Garner 

Hugh F. McManus, Jr., M.D., 722 St. Mary’s 
Street, Raleigh 

Milard D. Hill, M.D., Consultant, 15 W. 
Hargett Street, Raleigh 

George C. Mackie, M.D., Consultant, Box 72, 
Wake Forest 

Committee on Scientific Audio-Visual Post- 

graduate Instruction (9) TII-2 

J. Leonard Goldner, M.D., Chairman, Duke 
Hospital, Durham 

John R. Ashe, Jr., M.D., 624-A N. Church 
Street, Concord 

Fred K. Garvey, 
Winston-Salem 

John C. Grier, Jr., M.D., Carthage Road, 
Pinehurst 

William P. Richardson, M.D., N. C. Mem- 
orial Hospital, Chapel Hill 

H. Frank Starr, M.D., Pilot Life Insurance 
Company, Greensboro 

Frederick Harvey Taylor, M.D., 1012 Kings 
Drive, Charlotte 

J. O. Williams, M.D., Cabarrus Memorial 
Hospital, Concord 

George T. Wolff, M.D., 1311 N. Elm Street, 
Greensboro 


N. C. 


M.D., 1400 Scott 


M.D., Duke Hospital, 


M.D., Bowman Gray, 
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Committee on Scientific Awards (9 plus 1 

consultant) 

Lester A. Crowell, Jr., M.D., Chairman, 
(1964), South Aspen Street, Lincolnton 

Alton J. Coppridge, M.D. (1964), 1200 Broad 
Street, Durham 

Thomas A. Henson, M.D., (1963), 369 N. 
Elm Street, Greensboro 

Joseph M. Hitch, M.D., (1962), 415 Profes- 
sional Bldg., Raleigh 

Livingstone Johnson, M.D., (1964), 408 W. 
Warren Street, Shelby 

James B. Lounsbury, M.D., (1962), 1006 
Grace Street, Wilmington 

William J. McKinnon, M.D., (1963), 407 S. 
Green Street, Wadesboro 

Vernon W. Taylor, Jr., M.D., (1962), 111 E. 
Main Street, Elkin 

John K. Williford, M.D., (1963), 900 9th 
Street, Lillington 

Mr. Emory Hunt, Consultant, University of 
North Carolina, Chapel Hill 


Committee on Scientific Works (5 plus 

Section Chairmen as Consultants) III-7 

Kenneth M. Brinkhous, M.D., Chairman, 
University of North Carolina, Chapel Hill 

Paul F. Maness, M.D., 328 W. Davis Street, 
Burlington 

Stacy A. Duncan, Jr., M.D., 306 West Edger- 
ton Street, Dunn 

Hubert MeN. Poteat, Jr., M.D., 713 Wilkins 
Street, Smithfield 

William MeN. Nicholson, M.D., Duke Hos- 
pital, Durham 

Consultants: (1961-1962 Section Chairman) 

Glenn E. Best, M.D., (General Practice of 
Medicine), Main Street, Clinton 

Joseph S. Hiatt, Jr., M.D., (Internal Med- 
icine), 208 S. W. Broad Street, Southern 
Pines 

E. Hale Thornhill, M.D., (Ophthal & Otol), 
720 W. Jones Street, Raleigh 

Joshua F. B. Camblos, M.D., (Surgery), 208 
Doctors Building, Asheville 

Richard S. Kelly, Jr., M.D., (Pediatrics), 
1606 Morganton Road, Fayetteville 

Courtney D. Egerton, M.D., (Ob-Gyn), 714 
St. Mary’s Street, Raleigh 

Jacob Koomen, M.D., (Pub. Health & Ed.), 

Owen W. Doyle, M.D., (Radiology), 1013 
Professional Village, Greensboro 
State Board of Health, Raleigh 

Thad J. Barringer, M.D., (N&P), Route 6, 
Leadmine Road, Raleigh 

Robert W. Prichard, M.D., (Pathology), 
Bowman Gray, Winston-Salem 

Bill Joe Swan, M.D., (Anesthesia), 895 
Arbor Lane, Concord 

Wayne S. Montgomery, M.D., (Ortho & 
Traumatology), 108 Doctors Bldg., Ashe- 
ville 
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Mr. Mike Barringer, (Student AMA Chap- 
ters), 2415 Jefferson Avenue, Winston- 
Salem 

Committee on Blue Shield (9) II-3 

Jacob H. Shufford, M.D., Chairman, (1962), 
7 Main Avenue Place, S. W., Hickory 

W. Z. Bradford, M.D., (1964), 1509 Eliza- 
beth Avenue, Charlotte 

William J. Cromartie, M.D., (1963), UNC 
School of Medicine, Chapel Hill 

Willard C. Goley, M.D., (1962), 214 N. 
Market Street, Graham 

John R. Hoskins, III, M.D., (1963), 203 
Doctors Bldg., Asheville 

Frederick C. Hubbard, M.D., (1964), 408 8th 
Street, North Wilkesboro 

E. Eugene Menefee, Jr., M.D., (1963), Duke 
Hospital, Durham 

John W. Morris, M.D., (1962), 1707 Aren- 
dell Street, Morehead City 

Walter T. Tice, M.D., (1964), 624 Quaker 
Lane, High Point 

Committee Advisory to North Carolina State 

Board of Public Welfare (9) VI-2 

J. Samuel Holbrook, M.D., Chairman, Davis 
Hospital, Statesville 

J. Street Brewer, M.D., Box 98, Roseboro 

Allyn B. Choate, M.D., 1012 Kings Drive, 
Charlotte 

Lucile W. Hutaff, M.D., Bowman Gray, 
Winston-Salem 

J. Kempton Jones, M.D., 1001 S. Hamilton 
Road, Chapel Hill 

Benjamin H. Kendall, M.D., Shelby Medical 
Center, Shelby 

William W. Noel, M.D., Professional Bldg., 
Henderson 

Logan T. Robertson, M.D., 170 Woodfin 
Street, Asheville 

Wm. Raney Stanford, M.D., 111 Corcoran 
Street, Durham 

Committee on Cancer (12) (Legal—i each 

Congressional District) VI-3 

James F. Marshall, M.D., Chairman, (5th), 
310 W. 4th, Street, Winston-Salem 

William H. Bell, Jr., M.D., (3rd), P. O. Box 
1580, New Bern 

Joshua F. B. Camblos, M.D., (12th), 208 
Doctors Building, Asheville 

Arthur B. Bradsher, M.D., (6th), 1200 
Broad Street, Durham 

Charles I. Harris, Jr., M.D., (1st), Martin 
General Hospital, Williamston 

Harry V. Hendrick, M.D., (11th), Ruther- 
ford Hospital, Rutherfordton 

Harold A. Peck, M.D., (8th), Moore Mem- 
orial Hospital, Pinehurst 

David L. Pressly, M.D., (9th), 1025 Davie 
Street, Statesville 

Samuel L. Parker, Jr., M.D., (2nd), Kinston 
Clinic, Kinston 

Hubert McN. Poteat, Jr., M.D., (4th), 713 
Wilkins Street, Smithfield 
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D. Ernest Ward, Jr., M.D., (7th), 304 Med- 
ical Arts Bldg., Lumberton 

William L. Williams, Jr., M.D., (10th), 
Mercy Hospital, Charlotte 


Committee on Child Health (9) VI-4 

Angus M. McBryde, M.D., Chairman, 809 

W. Chapel Hill Street, Durham 

P. J. McElrath, M.D., 500 St. Mary’s Street, 
Raleigh 

Dan P. Boyette, Jr., M.D., 217 W. Main 
Street, Ahoskie 

Harrie R. Chamberlin, M.D., UNC School 
of Medicine, Chapel Hill 

Katherine Anderson, M.D., 138 N. Haw- 
thorne Rd., Winston-Salem 

John W. Nance, M.D., 401 Cooper Drive, 
Clinton 

Wm. H. Patton, Jr., M.D., 305 College 
Street, Morganton 

Robert L. Vann, M.D., 301 Miller Street, 
Winston-Salem 

Robert F. Poole, Jr., M.D., 817 Hillsboro 
Street, Raleigh 

Committee on Chronic Illness, Including 

Tuberculosis and Heart Disease (16) VI-5 

John R. Kernodle, M.D., Chairman, Ker- 
nodle Clinic, Burlington 

Stephen R. Bartlett, Jr., M.D., 1001 E. 4th 
Street, Greenville 

Robert H. Dovenmuehle, M.D., Duke Hos- 
pital, Durham 

O. David Garvin, M.D., Health Department, 
Chapel Hill 

Robert A. Gregg, M.D., Central Convales- 
cent Hospital, Greensboro 

Emery T. Kraycirik, M.D., Box 1153, Bur- 
lington 

Thomas D. Long, M.D., Box 77, Roxboro 

Edward Bloxton Mabry, M.D., 1610 Vaughn 
Road, Burlington 

Daniel A. McLaurin, M.D., P. O. Box 27, 
Garner 

Thomas R. Nichols, M.D., 206 N. Sterling 
Street, Morganton 

Elbert L. Persons, M.D., Duke Hospital, 
Durham 

Richard C. Proctor, M.D., Bowman Gray, 
Winston-Salem 

John L. Shirey, M.D., I Battle Square, 
Asheville 

George L. Verdone, M.D., 1012 Kings Drive, 
Charlotte 

Donald D. Weir, M.D., N. C. Memorial Hos- 
pital, Chapel Hill 

William H. Flythe, M.D., 624 Quaker Lane, 
High Point 

Committee on Constitution & By-Laws 

(5) 

Roscoe D. McMillan, M.D., Chairman, Box 
232, Red Springs 

Millard D. Hill, M.D., 15 W. Hargett Street, 
Raleigh 


14. 


16, 


17. 
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G. Westbrook Murphy, M.D., 103 Doctors 
Bldg., Asheville 

Edward W. Schoenheit, M.D., 46 Haywood 
Street, Asheville 

Louis deS. Shaffner, M.D., 300 S. Haw- 


throne Road, Winston-Salem 


Committee on Medical Credit Bureaus (7) 

11-5 

W. Howard Wilson, M.D., Chairman, 403 
Professional Bldg., Raleigh 

Paul McN. Deaton, M.D., 766 Hartness 
Road, Statesville 

Robert M. Fales, M.D., 913 Murchison Bldg., 
Wilmington 

Fred K. Garvey, M.D., 440 Fairfax Drive, 
Winston-Salem 

John R. Hoskins, III, M.D., 203 Doctors 
Bldg., Asheville 

Ross S. McElwee, Jr., M.D., 1340 Romany 
Road, Charlotte 

Ralph J. Sykes, M.D., 205 Rawley Avenue, 
Mt. Airy 

Committee on Credentials of Delegates to 

House of Delegates (5) IIT-4 

T. Tilghman Herring, M.D., Chairman, Wil- 
son Clinic, Wilson 

John F. Ditunno, Jr., M.D., Hot Springs 

James E. Hemphill, M.D., 1012 Kings Drive, 
Charlotte 

Robert M. Whitley, M.D., 144 Coast Line 
Street, Rocky Mount 

Charles B. Wilkerson, M.D., 100 S. Boylan 
Avenue, Raleigh 

Committee on Emergency Medical and 
Military Service (7) IV-1 

George W. Paschal, Jr., M.D., Chairman, 
1110 Wake Forest Road, Raleigh 

Chauncey L. Royster, M.D., Co-Chairman, 
707 W. Morgan Street, Raleigh 

Charles E. Cloninger, M.D., 305 E. Ist 
Street, Conover 

Charles Davant, Jr., M.D., Blowing Rock 
Hospital, Blowing Rock 

J. Kingsley MacDonald, M.D., 1524 Harding 
Place, Charlotte 

H. Mack Pickard, M.D., 7 N. 17th Street, 
Wilmington 

George A. Watson, M.D., 306 S. Gregson 
Street, Durham 

Committee on Scientific Exhibits (7) IIT-5 

Vernon H. Youngblood, M.D., Chairman, 
609 Kannapolis Highway, Concord 

W. Reece Berryhill, M.D., UNC School of 
Medicine, Chapel Hill 

William H. Boyce, M.D., Bowman Gray, 
Winston-Salem 

John A. Kirkland, M.D., Wilson Clinic, Wil- 
son 

George Preston Nowlin, M.D., 1012 Kings 
Drive, Charlotte 

Max P. Rogers, M.D., 624 Quaker Lane, 
High Point 


: 
15. 

; 
tt 


18. 


19. 


M. Barnes Woodhall, M.D., Duke Medical 
Center, Durham 

Committee on Eye Care and Eye Bank 

(8) IV-2 

George T. Noel, M.D., Chairman, 211 Ral- 
eigh Building, Kannapolis 

Henry H. Briggs, Jr., M.D., 416 Doctors 
Bldg., Asheville 

George M. Cooper, Jr., M.D., 2111 Clark 
Avenue, Raleigh 

George A. Levi, M.D., P. O. Box 3364, 
Fayetteville 

Marvin N. Lymberis, M.D., 106 W. 7th 
Street, Charlotte 2 

Edward E. Moore, M.D., 706 Flatiron Bldg., 
Asheville 

Carl N. Patterson, M.D., 1110 W. Main 
Street, Durham 

J. David Stratton, M.D., 1012 Kings Drive, 
Charlotte 

Committee on Finance (3) (plus 11 con- 
sultants) I-1 

Wayne J. Benton, M.D., Chairman, 2320 
Battleground Road, Greensboro 

Elias S. Faison, M.D., 1012 Kings Drive, 
Charlotte 

W. Walton Kitchin, M.D., Sampson County 
Memorial Hospital, Clinton 

Consultants: Graham B. Barefoot, 
Box 1198, Wilmington 

Howard H. Bradshaw, M.D., 
Bowman Gray, Winston- 
Salem 

Allyn B. Choate, M.D., 1012 
Kings Drive, Charlotte 

Paul MeN. Deaton, M.D., 766 
Hartness Rd., Statesville 

Isaac E. Harris, Jr., M.D., 1200 
Broad Street, Durham 

John W. Ormand, Sr., M.D., 
Box 397, Monroe 

A. Hewitt Rose, Jr., M.D., 
2009 Clark Avenue, Raleigh 

Edward W. Schoenheit, M.D., 
46 Haywood Street, Ashe- 

ville 

O. Norris Smith, M.D., 1019 
Professional Village, 
Greensboro 

John C. Tayloe, M.D., 120 
Washington Street, Wash- 
ington 

Heyward C. Thompson, M.D., 
Box 1202, 314 S. Washing- 
ton Street, Shelby 


M.D., 


Committee on Grievances (5) (ist Five 

Past Presidents) VIII-0 

Donald B. Koonce, M.D., Chairman, 408 N. 
llth Street, Wilmington 

Amos N. Johnson, M.D., Secretary, Garland 

John C. Reece, M.D., Grace Hospital, Mor- 
ganton 
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Lenox D. Baker, M.D., Duke Hospital, 
Durham 

Edward W. Schoenheit, M.D., 46 Haywood 
Street, Asheville 

Committee on Medical Golf Tournament 

(3) IIT-6 

Charles W. Styron, M.D., Chairman, 615 St. 
Mary’s Street, Raleigh 

James H. Manly, Jr., 
Avenue, Raleigh 

L. Gordon Sinclair, M.D., 704 W. Jones 
Street, Raleigh 

Committee on Hospital and Professional 

Relations and Liaison to North Carolina 

Hospital Association (10) V-1 

Theodore H. Mees, M.D., Chairman, (5th), 
501 W. 27th Street, Lumberton 

Frederick P. Brooks, M.D., (2nd), 525 
Evans Street, Greenville 

Quinton E. Cooke, M.D., (1st), 209 E. Main 
Street, Murfreesboro 

Paul McN. Deaton, M.D., (9th), 766 Hart- 
ness Rd., Statesville 

John Tyler Dees, M.D., (3rd), Box 248, 
Burgaw 

Frederick C. Hubbard, M.D., (8th), Box 30, 
North Wilkesboro 

H. Lee Large, Jr., M.D., (7th), Presbyterian 
Hospital, Charlotte 

Arthur H. London, Jr., M.D., (6th), 306 S. 
Gregson Street, Durham 

James S. Raper, M.D., 
Bldg., Asheville 

Jack W. Wilkerson, M.D., (4th), Communi- 
ty Clinic, Stantonsburg 

Committee to Work with North Carolina 

Industrial (7) 

Thomas B. Dameron, Jr., M.D., Chairman, 
600 Wade Avenue, Raleigh 

R. W. Coonrad, M.D., Broad & Englewood 

Streets, Durham 

Joe Walton Frazer, Jr., M.D., 838 N. Elm 
Street, Greensboro 

James S. Mitchener, Jr., M.D., Scotland 
County Memorial Hospital, Laurinburg 

Malory A. Pittman, M.D., Wilson Clinic, 
Wilson 

William Reid Pitts, M.D., 1012 Kings Drive, 
Charlotte 

Charles T. Wilkinson, M.D., 205 Waite 
Street, Wake Forest 

Committee on Insurance (8) IV-3 

Joseph W. Hooper, Jr., M.D., Chairman, 410 
N. 11th Street, Wilmington 

Robert H. Brashear, Jr., M.D., N. C. Mem- 
orial Hospital, Chapel Hill 

John C. Burwell, Jr., M.D., 1026 Profession- 
al Village, Greensboro 

Barry F. Hawkins, M.D., Ardsley Road, 
Concord 

D. Forrest Moore, M.D., P. O. Box 136, 
Shelby 


M.D., 2007 Clark 
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Charles K. Padgett, M.D., 809 LaFayette 
Street, Shelby 
Robert E. Sandy, M.D., Doctors Clinic, 
Washington 
S. Glenn Wilson, M.D., Box 158, Angier 
Committee on Legislation (3 members plus 
President & Secretary) (10 Consultants) 
V-2 
Edgar T. Beddingfield, Jr., M.D., Chairman, 
P. O. Box 137, Stantonsburg 
Hubert MeN. Poteat, Jr., M.D., 713 Wilkins 
Street, Smithfield 
George W. Paschal, Jr., M.D., 1110 Wake 
Forest Road, Raleigh 
Claude B. Squires, M.D., President (Ex 
Offico), 225 Hawthorne Lane, Charlotte 
John S. Rhodes, M.D., Secretary (Ex Of- 
fico), 700 W. Morgan Street, Raleigh 
Consultants: 
Daniel S. Currie, Jr., M.D., 111 Bradford 
Ave., Fayetteville 
Joseph S. Holbrook, M.D., Davis Hos- 
pital, Statesville 
William E. Keiter, M.D., 400 Glenwood 
Ave., Kinston 
Donald B. Koonce, M.D., 408 N. 11th 
Street, Wilmington 
Leslie M. Morris, M.D., Medical Building, 
rastonia 
Charles M. Norfleet, Jr., M.D., Bowman 
Gray, Winston-Salem 
Zack D. Owens, M.D., Medical Building, 
Elizabeth City 
Robert Stuart Roberson, M.D., 102 Brown 
Avenue, Hazelwood 
Ben F. Royal, M.D., 900 Shepherd Street, 
Morehead City 
Thomas B. Dameron, Jr., M.D., 1313 
600 Wade Avenue, Raleigh 


Committee on Maternal Health (14) VI-6 

James F. Donnelly, M.D., Chairman, (1966), 
State Board of Health, Raleigh 

W. Joseph May, M.D., Secretary, (8th), 121 
Professional Bldg., Winston-Salem 

Glenn E. Best, M.D., (3rd)-(1966), Main 
Street, Clinton 

Jesse Caldwell, M.D., (7th)-(1967), 114 
West Third Street, Gastonia 

P. J. McElrath, M.D., (6th)-(1967), 500 St. 
Mary’s Street, Raleigh 

Milton S. Clark, M.D., (4th)-(1967), 
Wachovia Bank Bldg., Goldsboro 

W. Otis Duck, M.D., (10th)-(1963), Box 387, 
Mars Hill 

Wm. A. Hoggard, Jr., M.D., (1st)-(1965), 
1502 Carolina Avenue, Elizabeth City 

Wm. R. Wellborn, Jr., M.D., (9th)-(1964), 
222 W. Union Street, Morganton 

Frank R. Lock, M.D., (BG)-(1965), 300 S. 
Hawthorne Rd., Winston-Salem 

Hugh A. McAllister, M.D., (5th)-(1965), 

27th at Barker Street, Lumberton 
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Roy T. Parker, M.D., (Duke)-(1966), Box 
3517, Duke Hospital, Durham 

Robert A. Ross, M.D., (UNC)-(1963), N. C. 
Memorial Hospital, Chapel Hill 

H. Fleming Fuller, M.D., (2nd)-(1963), 
Kinston Clinic, Kinston 

Medical-Legal Committee (8) V-3 

Julius A. Howell, M.D., Chairman, Bowman 
Gray, Winston-Salem 

Theodore S. Raiford, M.D., 301 Doctors 
Bldg., Asheville 

David G. Welton, M.D., 403 N. Tryon Street, 
Charlotte 

John W. Foster, M.D., Veterans Admini- 
stration, Winston-Salem 

Connell G. Garrenton, M.D., Bethel Clinic, 
Bethel 

June U. Gunter, M.D., Watts Hospital, 
Durham 

Bennette B. Pool, M.D., 414 Nissen Bldg., 
Winston-Salem 

Thomas A. Stokes, Jr., M.D., Brighton & 
Mumford Road, Durham 

Committee on Medical Care Armed Forces 

Dependents (“MEDICARE”) (15) (plus 

SubCommittee Consultants—19) II-7 

David M. Cogdell, M.D., Chairman, 911 Hay 
Street, Fayetteville 

Everett I. Bugg, Jr., M.D., Broad and 
Englewood Streets, Durham 

Jesse Caldwell, M.D., 114 West 
Street, Gastonia 

Samuel E. Warshauer, 301 N. 10th Street, 
Wilmington 

Daniel S. Currie, Jr., M.D., 111 Bradford 
Avenue, Fayetteville 

A. Ledyard DeCamp, M.D., 1505 Elizabeth 
Avenue, Charlotte 

Powell G. Fox, Sr., M.D., 1110 Wake Forest 
Road, Raleigh 

Charles Highsmith, M.D., Montgomery 
Memorial Hospital, Troy 

William F. Hollister, M.D., Moore County 
Hospital, Pinehurst 

William Isaac Jones, M.D., 2914 Crosby 
Street, Charlotte 7 

Donald B. Koonce, M.D., 408 N. 11th Street, 
Wilmington 

J. Douglas McRee, 
Avenue, Raleigh 

Edwin L. Pierce, M.D., 1110 Wake Forest 
Road, Raleigh 

George A. Watson, M.D., 306 S. Gregson 
Street, Durham 

McCain, 


Third 


M.D., 2109 Clark 


M.D., Wilson Clinic, 
Wilson 
A.—General Medicine 
John L. McCain, M.D., Chairman, Wil- 
son Clinic, Wilson 
W. R. Stafford, Jr., M.D., 948 Walker 
Avenue, Greensboro 
Leonard E. Fields, M.D., Box 788, 
Chapel Hill 


: 
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Joseph M. Hitch, M.D., 415 Professional 
Bldg., Raleigh 
B.—Radiology 
James E. Hamphill, M.D., Chairman, 
1012 Kings Drive, Charlotte 
Joe Lee Frank, Jr., M.D., Roanoke- 
Chowan Hospital, Ahoskie 
C.—Surgery 
Wayne H. Stockdale, M.D., Chairman, 
703 North Street, Smithfield 
Howard M. Ausherman, M.D., 200 Haw- 
thorne Lane, Charlotte 
Fred K. Garvey, M.D., 440 Fairfax 
Drive, Winston-Salem 
George R. Miller, M.D., 412 Realty 
Bldg., Gastonia 
Guy L. Odom, M.D., Duke Hospital, 
Fayetteville 
C. F. Siewers, M.D., 1110 W. Main 
Street, Durham 
Larry Turner, M.D., 1110 West Main 
Street, Durham 
Frank Edward Altany, M.D., 1012, 
Kings Drive, Charlotte 
D.—Obstetrics & Gynecology 
John C. Burwell, Jr., M.D., Chairman, 
1026 Professional Village, Greensboro 
R. Vernon Jeter, M.D., Plymouth Clinic, 
Plymouth 
Trogler F. Adkins, M.D., 306 S. Gregson 
St., Durham 
E.—Pediatrics 
Dan P. Boyette, Jr.. M.D., Chairman, 
217 W. Main Street, Ahoskie 
Robert F. Poole, Jr., M.D., 817 Hillsboro 
Street, Raleigh 
George W. Kernodle, M.D., Medical 
Center Pharmacy Bldg., Burlington 
Committee on Mental Health (15) VI-7 
Allyn B. Choate, M.D., Chairman, 1012 
Kings Drive, Charlotte 
William E. Bellamy, Jr., M.D., State Hos- 
pital, Raleigh 
Wilmer C. Batts, Jr., M.D., 2109 Clark 
Avenue, Raleigh 
E. W. Busse, M.D., Duke Hospital, Durham 
Milton S. Clark, M.D., Wachovia Bank 
Bldg., Goldsboro 
James F. Elliott, M.D., State Hospital, 
Butner 
John W. Ervin, M.D., Box 132, State Hos- 
pital, Morganton 
John A. Fowler, M.D., 2212 Erwin Road, 
Durham 
Thomas T. Jones, M.D., 604 W. Chapel Hill 
Street, Durham 
Hans Lowenbach, M.D., Duke Hospital, 
Durham 
Phillip G. Nelson, M.D., 1211 Rock Spring 
Road, Greenville 
James T. Proctor, M.D., 428 Ridgefield 
Road, Chapel Hill 
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Walter A. Sikes, M.D., State Hospital, 
Raleigh 

Joseph B. Stevens, M.D., 1017 Professional 
Village, Greensboro 

David A. Young, M.D., 714 St. Mary’s 
Street, Raleigh 

Committee on Necrology (3) IV-4 

Charles H. Pugh, M.D., Chairman, Box 527, 
Gastonia 

John W. Harbison, M.D., 911 Washington 
Street, Shelby 

Ben F. Royal, M.D., Box 628, Morehead 
City 

Committee on Negotiations (3) IX-0 

Wm. F. Hollister, M.D., Chairman (Term 
expires 1967), More County Hospital, 
Pienhurst 

Theodore S. Raiford, M.D., (Term expires 
1963), 301 Doctors Bldg., Asheville 

Hubert MeN. Poteat, Jr., M.D., (Term ex- 
pires 1965), 713 Wilkins Street, Smith- 
field 

Nominating Committee 

Charles M. Norfleet, Jr., M.D., Chairman, 
(8th), Bowman Gray, Winston-Salem 

William A. Hoggard, Jr., M.D., (1st), 1502 
Carolina Avenue, Elizabeth City 

Karl B. Pace, M.D., (2nd), Box 620, Green- 
ville 

Glenn E. Best, M.D., (3rd), Main Street, 
Clinton 

Malory A. Pittman, M.D., (4th), Wilson 
Clinic, Wilson 

Riley M. Jordan, M.D., (5th), 110 Campus 
Avenue, Raeford 

Lenox D. Baker, M.D., (6th), Duke Hos- 
pital, Durham 

Wm. F. Eckbert, M.D., (7th), Box 317, 
Cramerton 

Gilbert M. Billings, M.D., (9th), 405 S. Sterl- 
ing Street, Morganton 

John B. Anderson, M.D., (10th), 215 
Doctors Bldg., Asheville 

Committee of Physicians on Nursing (7) 

IV-5 

Fred C. Hubbard, M.D., Chairman, 408 8th 
Street, North Wilkesboro 

Robert R. Cadmus, M.D., N. C. Memorial 
Hospital, Chapel Hill 

Harry L. Brockmann, M.D., 624 Quaker 
Lane, High Point 

John L. McCain, M.D., Wilson Clinic, 
Wilson 

J. Samuel Holbrook, M.D., Davis Hospital, 
Statesville 

David T. Tayloe, M.D., 209 N. Washington 
Street, Washington 

Thomas J. Taylor, M.D., 643 Roanoke 
Avenue, Roanoke Rapids 

Nursing Careers—Subcommittee 
Andrew J. Crutchfield, M.D., Chairman, 

Suite 93 Profassional Bldg., Winston- 
Salem 
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Improvement of the Care of the Patient— 
Subcommittee 

Harry L. Brockmann, M.D., Chairman, 624 
Quaker, Lane, High Point 

John ~L. McCain, M.D., Wilson Clinic, 
Wilson 

Committee on Occupational Health (11) 

VI-8 

John Moir Hall, M.D., Chairman, West 
Main Street, Elkin 

Harry L. Johnson, M.D., Box 530, Elkin 

B. Joseph Christian, M.D., 948 Walker 
Street, Greensboro 

Mac Roy Gasque, M.D., Pisgah Forest 

J. L. Fritz, M.D., Box 990, Asheboro 

Clifton G. Payne, M.D., American Tobacco 
Co., Reidsville 

James F. McMillan, M.D., 308 N. 3rd Street, 
Wilmington 

James Kent Rhodes, M.D., 307 Woodburn 
Road, Raleigh 

William P. Richardson, M.D., N. C. Mem- 
orial Hosp., Box 758, Chapel Hill 

Logan T. Robertson, M.D., 170 Woodfin 
Street, Asheville 

W. B. Townsend, M.D., Box 420, Charlotte 

Committee on Postgraduate Medical Study 

(7) IV-6 

William P. Richardson, M.D., Chairman, 
N. C. Memorial Hospital, Chapel Hill 

Ewald W. Busse, M.D., Duke Hospital, 
Durham 

W. Otis Duck, M.D., Box 387, Mars Hill 

Paul W. Sanger, M.D., 1012 Kings Drive, 
Charlotte 

Robert L. McMillan, M.D., 2240 Cloverdale 
Avenue, Winston-Salem 

Frank R. Reynolds, M.D., 1613 Dock Street, 
Wilmington 

George T. Wolff, M.D., 1311 N. Elm Street, 
Greensboro 

Committee on Poliomyelitis (14) VI-9 

Samuel F. Ravenel, M.D., Chairman, 104 
E. Northwood Street, Greensboro 

Jay M. Arena, M.D., 1410 Duke University 
Road, Durham 

Edward P. Benbow, Jr., M.D., 104 E. North- 
wood Street, Greensboro 

Charles R. Bugg, M.D., 627 W. Jones Street, 
Raleigh 

Ralph B. Garrison, M.D., P. O. Box 71, 
Hamlet 

Wm. F. Harrell, Jr., M.D., Guaranty Bank 
Bldg., Elizabeth City 

Julian E. J. Jacobs, M.D., 1822 Brunswick 
Avenue, Charlotte 7 

Richard S. Kelly, M.D., 1606 Morganton 
Road, Fayetteville 

Donald B. Koonce, M.D., 408 N. 11th Street, 
Wilmington 

Robert C. Pope, M.D., Wilson Clinic, Wilson 

Lawrence E. Metcalf, M.D., 314 Doctors 
Bldg., Asheville 
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William A. Sams, M.D., Box BB, Marshall 

John W. Varner, M.D., Box 522, Lexington 

Robert F. Young, M.D., Halifax County 
Health Dept., Halifax 


Committee on Public Relations (3)—(plus 
8 Consultants) V-4 
David G. Welton, M.D., (7th), Chairman, 
403 N. Tryon Street, Charlotte 
Courtney D. Egerton, M.D., (6th) (1963), 
714 St. Mary’s Street, Raleigh 
Edgar T. Beddingfield, Jr., M.D., (4th) 
(1962), P. O. Box 137, Stantonsburg 
Ralph B. Garrison, M.D., (5th) (1964), P. O. 
Box 71, Hamlet 
Consultants: 
R. D. Minges, M.D., (2nd), Rt. 1 Box 6B, 
Greenville 
Glenn E. Best, M.D., (3rd), Main Street, 
Clinton 
William H. Burch, M.D., (10th), Bat Cave 
J. Samuel Holbrook, M.D., (9th), Davis 
Hospital, Statesville 
John R. Bender, M.D., (8th), 1401 S. 
Hawthorne Road, Winston-Salem 
William A. Hoggard, M.D., (1st), 1502 
Carolina Avenue, Elizabeth City 
Philip Naumoff, M.D., 1012 Kings Drive, 
Charlotte 
Committee on Physical Rehabilitation (8) 
VI-10 
George W. Holmes, M.D., Chairman, 2240 
Cloverdale Avenue, Winston-Salem 
Charles H. Ashford, M.D., 603 Pollock 
Street, New Bern 
F. P. Dale, M.D., Kinston Clinic, Kinston 
J. Leonard Goldner, M.D., Duke Hospital, 
Durham 
Walter S. Hunt, Jr., M.D., 600 Wade Ave- 
nue, Raleigh 
John Hays Rosser, M.D., 222 N. Center 
Street, Statesville 
Marion B. Pate, Jr., M.D., 123 N. Second 
Street, St. Pauls 
George H. Wadsworth, M.D., 405 Colony 
Avenue, Ashokie 
Committee on Rural Health and General 
Practitioner Award (9) V-5 
Philip E. Dewees, M.D., Chairman, 
Box 217, Sylva 
Spencer A. Bell, M.D., Hamptonville 
Edward L. Boyette, M.D., Kenansville 
Francis M. Carroll, M.D., 722 North Brown 
Street, Chadbourn 
Wm. F. Eckbert, M.D., Box 317, Cramerton 
R. Vernon Jeter, M.D., Plymouth Clinic, 
Plymouth 
John W. Neal, M.D., Main Street, Gibson 
R. D. Richards, M.D., Rt. 1, Wilson 
Charles T. Wilkinson, M.D., 205 Waite 
Street, Wake Forest 


Committee on School Health and State 
Coordinating Service (9) VI-II 


37. 
34. 
> 
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42. 


43. 


Jean Davidson Craven, M.D., Chairman, 
19 W. 3rd Avenue, Lexington 

Irma C. Henderson Smathers, M.D., 1295 
Merrimon Avenue, Asheville 

Bruce B. Blackmon, M.D., Buies Creek 

Joseph S. Bower, M.D., Box 12, Pink Hill 

William C. Hunter, M.D., 103 Pine Street, 
Wilson 

Floyd L. Knight, M.D., 103 Hillcrest Drive, 
Sanford 

R. T. Lucas, Jr., M.D., 1350 Kings Drive, 
Charlotte 7 

James W. Rose, M.D., Drawer C., Pikeville 

Wm. T. Rainey, Sr., M.D., Highsmith Hos- 
pital, Fayetteville 

Committee Advisory to Student A.M.A. 

Chapters in North Carolina (8) IL-8 

John P. Davis, M.D., Chairman, 821 Nissen 
Bldg., Winston-Salem 

Arthur H. London, Jr., M.D., 306 S. Greg- 
son Street, Durham 

Robert L. McMillan, M.D., (BG), Bowman 
Gray, Winston-Salem 

Wm. P. J. Peete, M.D., (Duke), Duke Hos- 
pital, Durham 

Louis C. Roberts, M.D., 1200 Broad Street, 
Durham 

Robert A. Ross, M.D., (UNC), N. C. Mem- 
orial Hospital, Chapel Hill 

Claude T. Whittington, M.D., 108 E. North- 
wood Street, Greensboro 

Thomas C. Worth, M.D., Rex Hospital, 
Raleigh 

Committee on Veterans Affairs (9) VI-12 

Samuel L. Elfmon, M.D., Chairman, 225 
Green Street, Fayetteville 

Vernon L. Andrews, M.D., Box 407, Mt. 
Gilead 

Wilmer C. Betts, M.D., 2109 Clark Avenue, 
Raleigh 


H. Francis Forsyth, M.D., Bowman Gray, 


Winston-Salem 
David L. Phillips, M.D., 110 Oak Avenue, 


Spruce Pine 

Robert L. Phillips, M.D., 153 Bishop Street, 
Greensboro 

James E. Davis, M.D., 1200 Broad Street, 
Durham 

John T. Sessions, Jr., M.D., UNC Dept. of 
Medicine, Chapel Hill 

Insurance Industry Liaison Committee 

(10) V6 

Frank W. Jones, M.D., Chairman, Catawba 


Hospital, Newton 
Jack E. Mohr, M.D., Co-Chairman, Medical 


Arts Bldg., Lumberton 
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Gilbert M. Billings, M.D., 405 S. Sterling 
Street, Morganton 

Andrew J. Dickerson, M.D., 1600 N. Main 
Street, Waynesville 

Archie Y. Eagles, M.D., 407 Colony Avenue, 
Ahoskie 

Powell G. Fox, Jr., M.D., 1110 Wake Forest 
Road, Raleigh 

Cleon W. Goodwin, M.D., Wilson Clinic, 
Wilson 

Charles I. Harris, Jr., M.D., Martin General 
Hospital, Williamston 

Barry F. Hawkins, M.D., Ardsley Road, 
Concord 

Robert H. Shackelford, M.D., 115 W. Main 
Street, Mt. Olive 

Committee Liaison to Study Integration of 

Negro Physicians into Medical Society of 

the State of North Carolina (9) I-2 

Paul F. Whitaker, M.D., Chairman, 1205 N. 
Queen Street, Kinston 

J. Street Brewer, M.D., P. O. Box 98, Rose- 
boro 

James E. Hemphill, M.D., 1012 Kings Drive, 
Charlotte 7 

Joseph W. Hooper, Jr., M.D., 410 N. 11th 
Street, Wilmington 

Jack Hughes, M.D., 
Durham 

Amos N. Johnson, M.D., Garland 

Henry B. Perry, Jr., M.D., 344 North Elm 
Street, Greensboro 

James P. Rousseau, M.D., 1014 West 5th 
Street, Winston-Salem 

Ben F. Royal, M.D., 900 Shepherd Street, 
Morehead City 

Trust Study Committee (6) 13 

Jesse Caldwell, M.D., Chairman, 114 West 
Third Street, Gastonia 

Wayne J. Benton, M.D., 2320 Battleground 
Road, Greensbore 

Elias S. Faison, M.D., 1012 Kings Drive, 
Charlotte 

Paul W. Johnson, M.D., 216 Professional 
Bldg., Winston-Salem 

W. Walton Kitchin, M.D., Sampson County 
Memorial Hospital, Clinton 

A. Hewitt Rose, Jr., M.D., 
Avenue, Raleigh 

Blue Shield Deputation to National Blue 

Shield (3) IL-9 

Theodore S. Raiford, M.D., Chairman, 301 
Doctors Bldg., Asheville 

Jacob H. Shuford, M.D., 7 
Place, S. W., Hickory 

Edgar T. Beddingfield, Jr., M.D., P. O. Box 

137, Stantonsburg 


1200 Broad Street, 


2009 Clark 


Main Avenue 
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Bulletin Board 


COMING MEETINGS 

Cape Fear Valley Hospital, Fourth Annual 
Symposium—Cape Fear Valley Hospital, Fayett:- 
ville, September 21. 

Forsyth County Heart Association, Twelfth 
Annual Symposium—Hotel Robert E. Lee, 
Winston-Salem, September 22. 

Symposium on The Commonwealth of Child- 
ren—Duke University, Durham, October 4-8. 

American Coilege of Physicians, Postgraduate 
Course No. 2, The Physiologic Basis of Internal 
Medicine—Duke University Medical Center, Dur- 
ham, October 9-13. 

North Carolina Fifth District Medical Society 
Meeting—Carolina Hotel, Pinehurst, October 11- 
12. 

North Carolina Division, American Cancer 
Society Meeting — Hotel Sir Walter, Raleigh, 
October 14-15. 

Thirteenth Postgraduate Assembly in Endo- 
crinology and Metabolism, the Endocrine Society 
and the National Institutes of Health, Bethesda, 
Maryland, October 2-6. 

South Carolina State Orthopedic Meeting— 
William Hilton Inn, Hilton Head Island, South 
Carolina, September 15-17. 

American Fracture Association, Annual Meet- 
ing—Shoreham Hotel, Washington, D. C., Septem- 
ber 17-22. 

Tennessee Valley Medical Assembly—Read 
House, Chattanooga, September 25-26; Joseph W. 
Graves, 109 Medical Arts Building, Chattanooga, 
Chairman. 

A.M.A. Twenty-first National Congress on Oc- 
cupational Health—Denver, Colorado, October 
2-4, 

A.M.A. Department of Investigation, First 
National Congress on Medical Quackery—Wash- 
ington, D. C., October 6-7. 

American Rhinologic Society, Seventh Annual 
Meeting—Belmont Hotel, Chicago, October 7. 

American Association of Medical Colleges, 
Seventy-second Annual Meeting—Queen Eliza- 
beth Hotel, Montreal, Canada, November 13-15. 


New MEMBERS OF THE STATE SOCIETY 
Dr. Arch Thomas McCoy, 2404 Vinewood Drive, 
Durham; Dr. Jack Erwyn Dunlap, 216 East 16th 
Street, Lumberton; Dr. Devereaux Haigh Lippitt, 
708 Broad Street, New Bern; Dr. Dankwart 
Eugen Harald Rodler, New Bern Doctors Build- 
ing, New Bern; Dr. Ursula Mary Anderson, 619 
Ralph Drive, Raleigh; Dr. Edward Larkin Groov- 
er, Bertie County Memorial Hospital, Windsor; 
Dr. Dennis William Brosnan, III, Doctors 
Building, Asheville; Dr. Raeford Theodore Pugh, 
437 East 12th Street, Washington; Dr. Charles 
Warren. Williams, 1218 Beatties Ford Road, Char- 
lotte; Dr. Albert McCray Jones, 408 East 12th 
Street, Washington; Dr. Joseph Budinot Johns- 
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ton, Jr., 180 Monroe St., Herndon, Virginia; Dr. 
Robert Bennett Hodgson, 611 Maple Avenue, 
Reidsville. 


News NOTES FROM THE 

BOWMAN GRAY SCHOOL OF MEDICINE OF 

Wake Forest COLLEGE 

Dr. Camillo Artom, professor of biochemistry, 
left June 29, for his native country, Italy, where 
he will visit in departments of biochemistry at 
the Universities of Milan, Rome, Florence and 
Padua. In August, he will fly to Moscow, USSR, 
to participate as a discussion leader at the Fifth 
International Congress of Biochemistry. He will 
also present a paper entitled “Further Studies on 
the Formation of Phosphatidyl Ethanolamine in 
Liver Preparations.” The paper was prepared by 
Dr. Artom and Dr. Hugh B. Lofland Jr., associate 
professor of biochemistry. 

Dr. Richard L. Burt, professor of obstetrics and 
gynecology, has been elected to membership in 
the American Gynecological Society. Membership 
in the society is limited to 100. There are only 
three other members from North Carolina. One 
of these is Dr. Frank R. Lock, professor of ob- 
stetrics and gynecology, who is treasurer of the 
society. 

*x** * 

Dr. Frank R. Johnston, assistant professor of 
surgery, has been elected to membership in the 
American Association for Thoracic Surgery. 

Dr. Norman M. Sulkin, William Neal Reynolds 
Professor of Anatomy, has been appointed to the 
American Biological Research Committee of the 
International Association of Gerontology. One 
of the primary functions of the committee will 
be to plan the program for the Sixth Internation- 
al Congress of Gerontology to be held in Copen- 
hagen in 1963. 

* 

Dr. Joseph E. Whitley, instructor in radiology, 
has been awarded the James Picker Founda- 
tion’s advanced fellowship in academic radiology 
by the National Academy of Sciences. He will 
study angiography and angiocardiography during 
a six-month tenure at the Karolinska Institute at 
Stockholm. He will then return to the United 
States for a six-month appointment at the Mas- 
sachusetts Institute of Technology, where he 
will study radiology instrumentation and re- 
search methods. At the same time, he will be as- 
sociated with the Department of Radiology at 
the Massachusetts General Hospital at Boston. 

Several members of the medical school faculty 
participated in sessions of the American Medical 
Association meeting, June 24 to 30, in New York. 
—Drs. C. Nash Herndon, professor and chairman 
of the Department of Preventive Medicine and 
Medical Genetics, and Robert W. Prichard, pro- 
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fessor of pathology, participated in the A.M.A. 
Multiple Discipline Research Forum. Dr. Hern- 
don spoke on “Basic Contributions to Medicine 
by Research in Genetics” and participated in 
group discussions which related basic science 
research to clinical problems. Dr. Prichard pre- 
sented a paper entitled “Studies on the Atheros- 
clerotic Pigeon.” The paper is a summary of the 
work of the medical school’s multidisciplinary 
study group on atherosclerosis. 

—Dr. LeRoy Crandell, associate professor of 
anesthesiology, spoke on “The Anesthetic Haz- 
ards of Patients on Anti-hypertensive Therapy.” 

—Dr. Frank R. Lock, professor of obstetrics 
and gynecology, spoke to the Section on Obste- 
trics and Gynecology on “The Diagnosis of Con- 
genital Anomalies and a Report of the Incidence 
Following Rubella in Pregnancy.” He also par- 
ticipated in a panel discussion on “Prenatal In- 
fluences on the Newborn” with a discussion on 
“Birth Trauma.” 

An exhibit on gastric cytology, prepared by 
the medical school’s Departments of Pathology 
and Medical Illustration, won second place in 
the medical photography division for scientific 
exhibits at the American Medical Association 
meeting. The exhibit was one of the two awards 
given for medical photography. There were 382 
exhibits on display. 

* 

The following faculty appointments were an- 
nounced recently: Dr. D. Louise Odor as assistant 
professor of anatomy (electron microscopy); Dr. 
Tom P. Coker as instructor in orthopedics; Dr. 
Robert C. McKone as instructor in pediatrics; 
Dr. James Blake Thomas as instructor in ana- 
tomy; Drs. Edward S. Carr, David H. Fuller Jr., 
and Walter A. Sikes as assistant professors of 
clinical psychiatry; Drs. James L. Cathell and 
Stanley James Rogers as instructors in clinical 
psychiatry; and Dr. Charles G. Gunn as lecturer 
in industrial medicine. 


News NOTES FROM THE UNIVERSITY OF 
NortH CAROLINA SCHOOL OF MEDICINE 


Dr. Carl W. Gottschalk, faculty member of the 
University of North Carolina School of Medicine, 
has been awarded the lifetime post of Career In- 
vestigator by the American Heart Association. 

This announcement was made recently by the 
American and North Carolina Heart Associations 
and the University of North Carolina. 

The Career Investigatorship provides support 
throughout their professional lives to scientists 
of outstanding ability and achievement. Re- 
cipients are enabled to pursue research of their 
own choice at any institution they wish, without 
requirements to publish or time limitations on 
their projects. 

Dr. Gottschalk is studying the pressure and 
chemical composition of the fluid in the micro- 
scopically small tubules of the kidney. By record- 
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ing the pressure within the kidney tubule and 
by analyzing fluids they withdraw through the 
needle, the research workers are assembling 
facts concerning the manner in which the kidney 
operates in health and disease. The project is 
also aimed at revealing more about the relation 
between the circulatory system and the kidneys. 
* * * 

Dr. Stuart Willis of Chapel Hill, clinical profes- 
sor of medicine and superintendent and medical 
director of the North Carolina Sanatorium Sys- 
tem, was recently installed as president of the 
National Tuberculosis Association at the group’s 
annual meeting in Cincinnati, Ohio. 

Dr. Willis is a past president of the American 
Thoracic Society and the North Carolina Tuber- 
culosis Association. In 1956 he received the 
Southern Conference Medal in recognition of 
his service in the cause of tuberculosis control. 

* * * 

Among those receiving honorary degrees at 
the University’s commencement exercises on 
June 5 was Dr. Joseph T. Wearn, native North 
Carolinian who is Dean of the School of Medicine 
at Western Reserve University in Cleveland, 
Ohio. 

Dr. Cadmus has been director of Memorial 
Hospital since it first opened on September 2, 
1952. 


*x* * * 

Dr. George C. Ham, professor of psychiatry, 
was guest speaker at the Mountain Top Medical 
Assembly held at Waynesville, June 22-24. 

Dr. Ham, who heads the Department of Psy- 
chiatry, delivered two talks. His first presenta- 
tion was “The Role of the Family Physician in 
Treatment of the Neurotic Patient” and his 
second was “The Use and Abuse of Drugs in 
Management of the Neurotic Patient.” 

* * * 

Dr. Fred. W. Ellis, associate professor of 
pharmacology, was a guest speaker at a work- 
shop on “Facts About Alcohol” held at Catawba 
College in Salisbury, June 12-23. 

Dr. Ellis spoke on June 13 on “The Physiology 
and Metabolism of Alcohol.” He has long been 
active in research in this particular field. 

The Rowan County ABC Board’s Department 
of Education cooperated with the North Carolina 
Alcoholic Rehabilitation Program to make this 
workshop possible. It is one of many such pro- 
grams that will be held in North Carolina col- 
leges and universities throughout the summer 


months. 
* * 


Miss Ellen Anderson, medical technologist of 
the Department of Pathology, took office Friday, 
June 16 as president of the American Society of 
Medical Technologists. 

Miss Anderson assumed her new office at the 
national convention of the Society held in Seattle, 
Washington, June 11-16. 
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Three pschiatrists on the staff of North Caro- 
lina Memorial Hospital were cited recently for 
outstanding theses submitted in connection with 
their three-year residency training here. 

There are Dr. Mario Reyes of Mexico; Dr. John 
I. Boswell, South Hill, Virginia; and Dr. Eugene 
Taylor of Moscow, Idaho. 

Dr. Reyes took first place and Dr. Boswell was 
awarded second place for the Anclote Manor 
Hospital Prize. Dr. Taylor received honorable 
mention for his thesis. 

The medical director of Anclote Manor Hos- 
pital of Tarpon Springs, Florida, is Dr. Lorant 
Forizs, former faculty member of the Depart- 
ment of Psychiatry of the University of North 
Carolina School of Medicine, who was guest 
speaker at the presentation exercise. 

* 

Awards have been presented to 22 girls of the 
Chapel Hill high schools for their participation in 
the winter Candy-Striper program at North Caro- 
lina Memorial Hospital. Certificates, in recogni- 
tion of 30 hours of voluntary work were award- 
ed to 15 girls, and pins representing 75 hours of 
work were given to seven of the young ladies. 


News NOTES FROM THE DUKE UNIVERSITY 
MEDICAL CENTER 


A pioneering attack on the problems of the 
world’s children will be launched through an 
international symposium at Duke University this 
October. 

The five-day meeting will bring together dis- 
tinguished authorities from the United States 
and several foreign countries in fields that in- 
clude education, culture population, economics 
and health. 

Together they will explore the conditions 
under which the world’s children now live and 
the problems which must be solved if children 
are to have a better opportunity to become 
healthy, responsible adults. 

Plans for the symposium were announced re- 
cently by Duke University President Dery] Hart. 
Scheduled for October 4-8, the symposium will be 
entitled “The Commonwealth of Children.” 

Dr. Hart said that the symposium was con- 
ceived as a tribute to Dr. Wilburt C. Davison, 
who directed establishment of the Duke Univer- 
sity School of Medicine and served as dean from 
1927 until he relinquished that position a year 
ago. An internationally known medical educator 
and pediatrician, Dr. Davidson will retire from 
the Medical School faculty this summer at the 
age of 69. 

President Hart said the theme “The Common- 
wealth of Children” was chosen because of its 
close relationship to Dr. Davison’s life and work. 

* * * 

Duke Hospital has reecived $350,000 from the 

Hospital and Orphans Section of the Duke En- 
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dowment to finance extensive renovation and 
modernization of facilities. 

Hospital Superintendent Charles H. Frenzel 
said recently that the funds will be used to mod- 
ernize facilities for patient care and other types 
of hospital services. 

Expressing appreciation for the gift, Frenzel 
explained that hospitals constantly face the need 
for updating their facilities to keep pace with 
advances in medical science and patient care. 

*x* * * 

Medical scientists from 12 states and two 
foreign countries began a month’s intensive 
study of disease-causing fungi on July 3, at the 
Duke University Medical Center. 

The medical mycology course, being given for 
the fifteenth consecutive year, attracts some 32 
physicians and others concerned with fungus dis- 
eases. 

Dr. Norman F. Conant, James B. Duke Pro- 
fessor and chairman of the Department of Micro- 
biology, is course director. 

Emphasis is on the practical aspects of the 
laboratory as an aid in diagnosing fungus infec- 
tion. 

The course was first given in 1947 in answer 
to requests from scientists who were acquainted 
with the Duke Medical Center’s Fungus Registry, 
one of the world’s centers for diagnosis and 
study of fungus diseases. 

*x* * * 

Dr. Galen W. Quinn, associate professor of 
orthodontics at the Duke University Medical Cen- 
ter, has been named dean of the School of Den- 
tistry at Creighton University, Omaha, Nebraska. 

Dr. Quinn will assume his new post several 
months from now after his successor on the 
Duke Factilty has been appointed. 

Dr. Quinn joined the Duke faculty three years 
ago as the Medical Center’s first orthodontist. 
Earlier, he headed the Department of Pedondon- 
tics (children’s dentistry) at the University of 
Tennessee College of Dentistry in Memphis. 

His activities at Duke have included work in 
conjunction with plastic surgeons on cleft palate 
cases and in conjunction with the surgery depart- 
ment’s division of medical speech pathology on 
mouth conditions that cause defective speech. 


EDGECOMBE-NASH MEDICAL SOCIETY 

Dr. Floyd W. Denny, newly appointed chair- 
man of the Department of Pediatrics at the Uni- 
versity of North Carolina School of Medicine, 
spoke at the regular meeting of the Edgecombe- 
Nash Medical Society held in Rocky Mount on 
July 12. His subject was “Streptococcic Infec- 
tions and Their Sequelae.” 


News NOTES 
Dr. Donald C. Hartzog, Jr., has opened his of- 
fice for the practice of internal medicine and 
metabolic diseases in the Professional Building, 
Cloverdale Avenue, Winston-Salem. 
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U. S. DEPARTMENT OF 
HEALTH, EDUCATION, AND WELFARE 


The fungus which causes histoplasmosis, a fre- 
quently serious lung disease, has been found for 
the first time in Washington, D. C., the Public 
Health Service revealed recently. 

The fungus, Histoplasma capsulatum, was 
found in soil contaminated by starlings taken 
from beneath sycamore trees in two of Wash- 
ington’s parks. One of the parks is located at 
Pennsylvania Avenue between 7th and 8th 
Streets, N.W. The other is at Massachusetts Ave- 
nue and E Street, N.E. Hitherto, many investi- 
gators have believed that the fungus grew only 
in the soil of rural areas and small towns. 

The findings, by Dr. Chester W. Emmos, Chief 
of the Medical Mycology Section of the National 
Institute of Allergy and Infectious Diseases, are 
described in the June issue of Public Health Re- 
ports, 

Referring to the site of his latest findings, Dr. 
Emmons points out in his report that “the park 
had been periodically and recently cleaned and 
there was no obvious contamination with bird 
excreta, although it is known that the soil under 
the sycamore trees where the collections were 
made is regularly contaminated with such mat- 
erial. It is obvious that roosting starlings can 
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create a soil environment suitable for the growth 
of Histoplasma capsulatum even though bird 
excreta do not accumulate and remain on the sur- 
face of the soil.” 

The report emphasized that other scientists 
also have suggested “an urban type of human 
exposure” to histoplasmosis and notes that his- 
toplasmosis is already well-documented as “an 
important medical problem in Washington, D. C., 
and surrounding areas.” In certain Maryland 
and Virginia communities, the report says up to 
83 per cent of the population have shown evi- 
dence of past exposure to the disease. 

Similar soil isolations of the fungus have been 
reported from two smaller cities, Milan, Michig- 
an, by Dr. Horace J. Dodge, and Mexico, Mis- 
souri, by Dr. Harold J. Lynch. 

* * 

Surgeon General Luther L. Terry announced 
today the appointment of Dr. Richard R. Willey 
as Deputy Chief of the Division of Research 
Grants, National Institutes of Health. Dr. Willey 
was Chief of the Research Grants Branch, Divi- 
sion of General Medical Sciences, National In- 
stitutes of Health, from 1958 to 1960. Except for 
a period of travel and study during the past year, 
he has been at NIH since 1954, when he became 
Executive Secretary of the Mental Health Study 
Section. 
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AMERICAN BOARD OF 
OBSTETRICS AND GYNECOLOGY 


The next scheduled examination, (Part 1), writ- 
ten, will be held in various cities of the United 
States, Canada, and military centers outside the 
Continental United States on Friday, January 
5, 1962. 

Case Reports are no longer required by this 
Board to complete the Part 1 Examination. 

In lieu thereof, all applicants and candidates 
for examination are required to submit a 
duplicate certified typewritten list of patients 
dismissed from each hospital during the preced- 
ing 12 months. This applies to new applicants, 
reopened applications, and candidates requesting 
re-examination in Part 1 or Part 11 examination. 

Lists of obstetrical and gynecological patients 
are to be made separately and must conform in 
all details to the sample format furnished upon 
request by the office of the executive secretary 
and treasurer. 

Candidates are no longer required to bring a 
duplicate list of admissions to the Part 11 exami- 
nation. 


Current Bulletins may be obtained by writing 
to: Robert L. Faulkner, M.D., Executive Secre- 
tary and Treasurer, 2105 Adelbert Road, Cleve- 
land 6, Ohio. 
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Society OF NUCLEAR MEDICINE 


The Society of Nuclear Medicine recently con- 
cluded its eighth annual meeting in Pittsburgh, 
Pennsylvania. 

Prof. George C. de Hevesy of the University 
of Stockholm, Sweden, winner of the 1943 Nobel 
Prize in Chemistry and the second Atoms for 
Peace Award in 1959, presented the second of the 
Annual Lecture Series— a series of lectures de- 
dicated to pioneers in nuclear medicine—in honor 
of Marie and Pierre Curie, and Henri Becquerel. 


The following officers were elected: president— 
Lindon Seed, M.D., Chicago; president-elect—J. 
R. Maxfield, Jr., M.D., Dallas; vice president— 
Herbert C. Allen, Jr., M.D., Houston; vice presi- 
dent-elect—Joseph Sternberg, M.D., Montreal, 
Canada; secretary—Robert W. Lackey, M.D., 
Denver; treasurer—William H. Beierwaltes, M.D., 
Ann Arbor, Michigan; historian—Asa_ Seeds, 
M.D., Vancouver, Washington. 


The ninth annual meeting of the society will 
be held at the Baker Hotel, Dallas, Texas, June 
27-30, 1962. 


For further information, address all inquiries 
to the Administrator, Society of Nuclear Med- 
icine, 430 North Micigan Avenue, Chicago 11, 
illinois. 
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AMERICAN COLLEGE OF PHYSICIANS 


Included in the autumn schedule of post- 
graduate courses sponsored by the American Col- 
lege of Physicians in 1961 is a course on “The 
Physiologic Basis of Internal Medicine, ” which 
will be held at the Duke University Medical 
Center in Durham, October 9-13. 

Directors of the course will be Drs. Eugene A. 
Stead, Jr., and Elbert L. Persons. 

This course will deal with recent progress in 
the understanding, diagnosis, and treatment of 
disease in the major areas of internal medicine. 
Emphasis will be on the physiologic mechanisms 
underlying the disease process. 

All courses have been arranged through the 
cooperation of the directors and the institutions 
at which the course will be given. Tuition fees 
are $60.00 for members and $80.00 for non-mem- 
bers. Registration forms and requests for infor- 
mation should be directed to Edward C. Rosenow, 
Jr., M.D. Executive Director, American College 
of Physicians, 4200 Pine Street, Philadelphia 4, 
Pennsylvania. 


AMERICAN UROLOGICAL ASSOCIATION 


The American Urological Association offers 
an annual award of $1000 (first prize of $500, 
second prize $300, and third prize $200) for essays 
on the result of some clinical or laboratory re- 
search in urology. Competition is limited to 
urologists who have been graduated not more 
than ten years, and to hospital interns and resi- 
dents doing clinical or laboratory research work 
in urology. Animal research is not necessary. 

The first prize essay will appear on the pro- 
gram of the forthcoming meeting of the Ameri- 
can Urological Association, to be held at the 
Bellevue-Stratford Hotel, Philadelphia, Pennsyl- 
vania, May 14-17, 1962. 

For full particulars write the Executive Secre- 
tary, William P. Didusch, 1120 North Charles 
Street, Baltimore 1, Maryland. Essays must be 
in his hands before November 15, 1961. 


COLLEGE OF MEDICAL EVANGELISTS 


The last student has been graduated from the 
College of Medical Evangelists. The 56 year old 
medical education center with campuses here 
and in Los Angeles has conferred its last degree. 

As flashbulbs popped, Mrs. Glennis Eugena 
Burke, mother of two and a specialist in a field 
of nursing administration, was informed that she 
was officially the last graduate of her alma 
mater, which assumed the name of Loma Linda 
University on July 1. All future graduates will 
receive diplomas bearing the University name. 

First classes in the new University begin in 
September. Two liberal arts colleges—La Sierra 
College in Arlington and Pacfic Union College in 
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Angwin—are associating with the Southern Cali- 
fornia school in the University organization, ac- 
cording to an official announcement from the 
Seventh-day Adventist educational institution 
here. 


NATIONAL F'UND FoR MEDICAL EDUCATION 


Contributions from industry to the National 
Fund for Medical Education in 1960 reached a 
new high of $2,418,221, S. Sloan Colt, president 
of the National Fund, announced recently. 

These figures were contained in the 1960 An- 
nual Report of the Fund. This sum represents 
an increase of 8.8 percent over money contribut- 
ed in 1959. Aided by a matching grant of $919,000 
from the Ford Foundation, the Fund was enabled 
to make awards to the nation’s 85 medical schools 
of $3,138,460. This is an increase of $100,000 over 
grants made in 1959. 

More than 1,900 corporations contributed to the 
fund in gifts ranging from $100,000 to $5.00. In 
addition, some $23,219 was received from in- 
dividuals for the Fund’s Teaching Budget Pro- 
gram. 


AMERICAN ASSOCIATION OF 
INDUSTRIAL NURSES 


A classified advertising section will be carried 
in the Journal of the American Association of In- 
dustrial Nurses as a service to employers seeking 
industrial nurses and industrial nurses seeking 
positions in this field. The announcement was 
made by Ella Casey, R.N., executive director of 
the A.A.I.N., which is the national organization 
of the industrial nursing specialty. 

The A.A.I.N. Journal, the only nationally cir- 
culated publication devoted exclusively to indus- 
trial nursing, is published monthly and distribut- 
ed to members of the Association, physicians, 
management representatives, and others with an 
interest in occupational health. Rates and infor- 
mation concerning the placement of classified 
advertisements may be obtained from Advertis- 
ing Representative, American Association of In- 
dustrial Nurses, 170 East 61st St., New York 21, 
New York. 


% 
4 
e 
> < 
“ty 
ae 


August, 1961 


VETERANS ADMINISTRATION 


With a nationwide shortage of professional 
nurses, is their working time being wasted on 
clerical and other chores that could be done by 
non-nursing personnel? 

To its 170 hospitals, the Veterans Administra- 
tion has sent “fresh-off-the-press” copies of a new 
VA publication that could revise currently-ac- 
cepted practices in hospital nursing, to permit 
nurses to spend more time in direct care of 
patients. 

Entitled “A Guide For Studying The Utiliza- 
tion Of Nursing Service Personnel In VA Hos- 
pitals,” the volume was developed with the aid 
of Columbia University, to enable each VA hos- 
pital to make a valid study of how it uses—or 
possibly misuses—its nursing personnel. 

Miss Cecilia H. Hauge, the VA director of nurs- 
ing in Washington, D. C., said she hopes the 
Guide will be of value to hospitals outside the 
VA, as well as to the VA’s medical installations. 
Copies will be available from the Superintendent 
of Documents, U. S. Government Printing Office, 
Washington, D. C. 

* * * 

Appointment of Dr. Robert E. Riederer of 
Olathe, Kansas, as chief of the professional train- 
ing division in the Education Service of the 
Veterans Administration Department of Medicine 
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and Surgery, Washington, D. C., was announced 
recently. 

Dr. Riederer has been in private practice in 
Olathe since 1946. 


THE WorxLD MeEpDIcAL ASSOCIATION 


The Fifteenth General Assembly of the World 
Medical Association will convene at the Copaca- 
bana Paiace Hotel, Rio de Janeiro, Brazil, Sep- 
tember 15-20, 1961. 

Immediately preceding the Assembly from 
September 11 to 15 the Brazil Medical Associa- 
tion will hold a symposium on Arborvirus. 

Conclusions of this symposium will be present- 
ed in the scientific session of the General As- 
sembly on Saturday, September 16, 1961. 

As a special feature the Instituto Britantan will 
provide demonstrations of the techniques of 
extracting venom from snakes. 

Special topics on the program of the General 
Assembly will include consideration of Increased 
Cost of Medical Care under Social Security 
Schemes, Draft Code of Human Experimentation, 
and World Problems of Medical Education. 

On July 3, 1961 Dr. Harry S. Gear of Johannes- 
burg, South Africa succeeded Dr. Louis H. Bauer 
of New York as Secretary of The World Medical 
Association. 
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The Month in Washington 


The American Medical Association op- 
posed three major provisions of a bill (S. 
1552) that would greatly increase the pow- 
ers of the federal government in regulation 
of the ethical drug industry. 

These three provisions would turn over 
to the Department of Health, Education and 
Welfare and the Food and Drug Administra- 
tion the responsibility for (1) relaying of 
drug information to physicians, (2) select- 
ing the names of new drugs, and (3) de- 
ciding whether a drug is of value in treating 
human ills. 

The A.M.A. did not take a position on the 
bill as a whole because certain of its pro- 
visions, “‘such as the Sherman Act and 
patent law amendments, are outside our 
area of competence.” 

Dr. Hugh H. Hussey, Jr., chairman of the 
A.M.A.’s Board of Trustees and dean of 
Georgetown University (Washington, D. C.) 


From the Washington Office of the American Medical 
Association. 


August, 1961 


School of Medicine, was the chief A.M.A. 
witness at the opening of hearings on the 
legislation before the Senate Antitrust and 
Monopoly Subcommittee headed by Sen. 
Estes Kefauver (D., Tenn.). Dr. Hussey 
was accompanied by Dr. Ernest B. Howard, 
assistant executive vice president of A.M.A. 
and C. Joseph Stetler, A.M.A.’s general 
counsel. 

With Congress trying for adjournment by 
about September 1 and much “must” legis- 
lation still to be acted upon, it appeared 
highly unlikely that Congress would com- 
plete action on the drug legislation this 
year. 

Dr. Hussey reviewed for the subcommit- 
tee A.M.A.’s 70-year record of leadership in 
endorsing legislation designed to insure the 
purity of drugs and food. The A.M.A. car- 
ried on intensive legislative efforts in the 
field and “is generally credited with being 
one of the major forces that brought the 
first Pure Food and Drug Act into being” 
in 1906, Dr. Hussey said. 

Dr. Hussey cited these A.M.A. aims that 
“we, as physicians, are desirous of achiev- 
ing: 


Ri for the mentally disturbed 


Peachtree Hospital is a modern, 60-bed psychiatric hospital, joining 
with Atlanta psychiatrists in working for better mental health. 
Great effort has been made to provide every facility for the benefit 
of the mental patient. 

A Registered Occupational Therapist and Occupational Therapy 
Aides direct each patient in a well rounded Occupational Therapy 
program, including leather crafts, ceramics, needle craft, mat 
weaving, basketry, jewelry, etc., performing a vital function in 
rehabilitation. 


Paul H. Fraser, Administrator 
41 PEACHTREE PLACE, N.E. © ATLANTA 

MEMBER: American Hospital Association — Georgia Hospital Association — National Association 

of Private Psychiatric Hospitals 
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“We want all physicians to be well- 
trained and fully informed on all aspects of 
the practice of medicine. 

“__We want this body of knowledge and 
reseroir of skills to include a high degree 
of competence in the selection and proper 
use of drugs. 

“__We want a continuing and expanding 
flow of useful drug products placed at the 
disposal of these physicians.” 

Dr. Hussey pointed out that the A.M.A. 
already conducts an intensive program of 
informing physicians about new drugs and 
that this program is now in process of being 
greatly stepped up. 

“The medical profession believes that the 
education of physicians is the responsibility 
and preogative of the profession itself,” he 
said. 

Assigning responsibility for selecting 
names of new drugs to the federal govern- 
ment would merely be duplication of the 
program of drug nomenclature which has 
been operated for many years by the A.M.A. 
and the pharmaceutical industry, Dr. Hus- 
sey declared. This program also has recent- 
ly been refined and improved, and will con- 
tinue to meet the need for an orderly system 
for selecting names for new drugs. 

In the final analysis, it is the physician 
and the pharmacist who must know the 
non-proprietary names of drugs, he said. 
These two professions now direct this nam- 
ing process, and “we do not believe the re- 
sponsibility for designating and revising 
names should be assigned to a government- 
al agency,” he said. 

Regarding determination of the efficacy 
of a new drug, Dr. Hussey said: 

“We believe that only the physician has 
the knowledge, ability and responsibility to 
make a decision as to what drug is best for 
a particular patient. He should not be de- 
prived of the use of drugs that he believes 
are medically indicated for his patient by a 
governmental ruling or decision. 

“Physicians seek to treat the medical 
problems of individual patients. A physician 
does not treat 10 cases of hypertension; he 
treats 10 individual patients, each of whom 
has a medical problem he has diagnosed as 
hypertension. He may find that the same 
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dosage of the same form of the same drug 
will be efficacious in each and all of his ten 
patients. 

“Or he may find that one or more of them 
need different dosages, or different forms 
of this same drug. He may, indeed, find that 
one, two or three of them are allergic to the 
non-active ingredients used in this brand of 
the drug, and that a different brand, with 
other non-active ingredients, is the proper 
answer. 

“Thus, in one patient, a specific dosage of 
a specific drug might be said to be effica- 
cious, while in another it would be describ- 
ed as totally ineffective. 

“A physician can be told many things 
about a drug, including its chemistry, its 
mode of action and, to some extent, its toxic 
properties. But he must judge its efficacy.” 


Metrecal Diet Helps Diabetics 
Lose Weight 


Overweight diabetic patients showed marked 
improvement and, in many cases, were able to 
reduce or totally eliminate their requirements 
for insulin after reducing their weight with 
Metrecal, according to a report presented at the 
American Medical Association’s annual conven- 
tion recently. The findings were described in a 
report on a clinical study of 101 adult diabetic 
patients who had a history of being “consistent- 
ly and uniformly unsuccessful in repeated at- 
tempts at weight reduction.” 

Clinical investigators submitting the report 
were Seymour L. Halpern, M.D., and Anafred N. 
Halpern, M.D., of the New York Medical College, 
Metropolitan Medical Center, New York City. Dr. 
Halpern is president of the Food and Nutrition 
Council of Greater New York and chairman of 
the Subcommittee on Nutrition, Medical Society 
of the County of New York. 

The point was made that while Metrecal was 
very successful in achieving weight loss, the im- 
provement in diabetic condition occurred be- 
cause the weight was lost, not because of the 
means used to lose it. 

In addition, the clinicians focused attention on 
the importance of diabetics undertaking weight 
control only under the direct supervision of a 
physician when they cautioned doctors attend- 
ing the A.M.A. convention that adjustments must 
be made in the patient’s insulin (or related drug) 
therapy concurrently with the introduction of a 
change in the diet in order to avoid complications 
in the delicately balanced metabolism of a diabe- 
tic patient. 
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In Memoriam 


Arthur Lee Daughtridge, M.D. 


Suddenly and without warning, on the evening 
of May 10, 1961, our friend and colleague, Dr. 
Arthur Lee Daughtridge, died unexpectedly at 
the Rocky Mount Sanitarium of an acute coron- 
ary thrombosis. 

Dr. Daughtridge, a native of Rocky Mount, was 
born October 21, 1900. He was the son of Mar- 
garet Elizabeth Joyner and the late Robert Lee 
Daughtridge. He came from a large and prom- 
inent family in this community, both sides of 
his family having been established here prior to 
the Revolutionary War. Dr. Daughtridge spent 
his life in Rocky Mount, where he was a grad- 
uate of the Rocky Mount High School. He early 
joined his life to that of the church and was a 
member of the First Baptist Congregation in 
Rocky Mount. He was a charter member of the 
first Boy Scout Troop which was sponsored in 
Rocky Mount, Troop No. 1. 

Dr. Daughtridge obtained his education at the 
University of North Carolina, obtaining his B. S. 
Degree in medicine at the age of 22. Having re- 
ceived his two years in medicine there, he en- 
tered the University of Maryland, where he 
graduated in 1924. He spent the year 1924 at 
City Hospital, Batimore, Maryland, and then re- 
turned to Rocky Mount, where he became af- 
filiated with the late Dr. L. W. Kornegay at 
the Rocky Mount Sanitarium, Inc. 


Dr. Daughtridge had charge of the medical 
department of the hospital when he first entered 
the Sanitarium, but his main interest was in 
roentgenology, in which he finally specialized 
after receiving postgraduate instruction at Poly- 
clinic in New York. 

Dr. Daughtridge was prominent in the profes- 
sional and social life in this town. He held many 
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offices of importance in organizations in this 
area. He was president of the following medical 


organizations: The Edgecombe-Nash County 
Medical Society, the Fourth District Medical So- 
ciety, the North Carolina Radiological Society, 
and the North Carolina Hospital Association. He 
was the vice president of the Medical Society of 
the State of North Carolina. He was also presi- 
dent of the Tri-State Hospital Association and a 
member of the Joint Stabilization Board of the 
North Carolina Nurses Association. In recent 
years he served as chairman of Public Relations 
of the county medical society. He was also a 
member of the Executive Committee of the Medi- 
cal Society of the State of North Carolina. 


Dr. Daughtridge gave of his time and energies 
unselfishly to many community causes. He was 
especially interested in the Rocky Mount Tuber- 
culosis Association, of which he was president 
at the time of his death. He was also interested 
in the Cancer and Heart Associations. An active 
Kiwanian, he was Lieutenant Governor of the 
Sixth Carolina District, and headed the work of 
the Boys and Girls Committee. In addition, he 
served as president of the Children’s Museum. 
Dr. Daughtridge was especially interested in all 
the activities related to the youth of the city. 


Dr. Daughtridge was greatly beloved by the 
people of this community. He loved people, and 
people loved him. Therefore, Be it resolved that 
the Edgecombe-Nash County Medical Society and 
the Citizens of North Carolina have lost not only 
an upstanding member of the medical profession, 
but an outstanding citizen generally. Be it fur- 
ther resolved that a copy of this Resolution be 
attached to the permanent minutes of this meet- 
ing, a copy be sent to Dr. Daughtridges’ family, 
and a copy to the State Medical Society. 


D. L. Knowles, M.D., Chairman 
R. M. Whitley, M.D. 
R. D. Kornegay, M.D. 
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The Weeders, Van co Bernard Koehler Collection, Berlin 


Essential in moving external masses, but potentially dangerous in moving the 
bowels, since vascular accidents may be precipitated in heart patients by 
excessive straining at stool. For cardiac patients with constipation, Metamucil 
adds a soft, bland bulk to the bowel contents to stimulate normal peristalsis 
and also to hold water within stools to keep them soft and easy to pass. Thus 
Metamucil, with an adequate water intake, induces natural elimination with a 
minimum of straining. Metamucil also promotes regularity through ‘“‘smooth- 
age” in all types of constipation. 


brand of psyllium hydrophilic mucilloid 


Available as Metamucil powder or as the new lemon-flavored Instant Mix Metamucil 
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Clinically Proven 


in more than 750 published clinical studies 
and over six years of clinical use 


Outstandingly Safe 
Effective 


for the tense and 
nervous patient 


1 simple dosage schedule relieves anxiety 
dependably — without the unknown dangers 
of “new and different” drugs 


9) does not produce ataxia, stimulate the 
appetite or alter sexual function 


3 no cumulative effects in long-term therapy 


4, does not produce depression, Parkinson-like 
symptoms, jaundice or agranulocytosis 


5 does not muddle the mind or affect 
normal behavior 


Usual dosage: One or two 400 mg. tablets tid. 
Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 


tablets; bottles of 50. Also as MEPROTABS*—400 mg. @ 
unmarked, coated tablets; and in sustained-release ® 
capsules as MEPROSPAN®-.400 and MEPROSPAN®-200 
(containing respectively 400 mg. and 200 mg. meprobamate). 
* TRADE-MARK meprobamate (Wallace) 


WALLACE LABORATORIES / Cranbury, N. J. 


CM-6730 
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ADVERTISEMENTS 


EMOTGENIC 


» Whatever the cause... 


\, barb soothes 


COMPOSITION: Each Beibarb 
tablet or fiuidram Elixir con- 


‘or. phenobarbital for more 
sedative action. 


HOW Tablets: 
Bottle of 100, 500 and 1000. Elix- 
ir: Pint and galion bottles. 


the agitated mind and 
calms 6-I spasms 
through the 
central effect 
of phenobar- 
bital and the 


alkaloids on the 
6-1 tract. 


Sedative—Antispasmodic 
20 years of clinical satisfaction 


CHARLES C. 


& COMPANY 


Richmond, Virginia 
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SAINT ALBANS 


PSYCHIATRIC HOSPITAL 


(A Non-Profit Organization) 


Radford, Virginia 


James P. King, M.D., Director 


Daniel D. Chiles, M.D. 
Clinical Director 
James K. Morrow, M.D. 
Silas R. Beatty, M.D. 
Clinical Psychology: 
Thomas C. Camp, Ph.D. 
L. Sturgeon, Ph.D. 


William D. Keck, M.D. 


Edward W. Gamble, Ill, M.D. 


J. William Giesen, M.D. 
Internist (Consultant) 


Don Phillips 
Administrator 


AFFILIATED CLINICS 


Bluefield Mental Health Center 
525 Bland St., Bluefield, W. Va. 
David M. Wayne, M.D. 
Phone: DAvenport 5-9159 


Charleston Mental Health Center 


1119 Virginia St., E., Charleston, W. Va. 


B. B. Young, M.D. 
Phone: Dickens 6-7691 


Beckley Mental Health Center 


109 E. Main Street, Beckley, W. Va. 


W. E. Wilkinson, M.D. 
Phone: CLifford 3-8397 


Norton Mental Health Clinic 


Norton Community Hospital, Norton, Va. 


Pierce D. Nelson, M.D. 
Phone: 218, Ext. 55 and 56 
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gg IS the SYMBOL of ASSURANCE OF ETHICAL 


public relations minded handling of your accounts 


receivable and collection problems. 


a 1S the EMBLEM of sound experience in SERVICE 
to the professional offices. 


| iS th MARK of @ complete PROFESSIONAL 
Doctor accounts receivable service. 


Here Are the BUREAUS in Your Area Capable and Ready to Serve You 


MEDICAL - DENTAL CREDIT BUREAU 
514 Nissen Building 

P. O. Box 3136 

Winston-Salem, N. C 

Phone PArk 4-8373 


MEDICAL - DENTAL CREDIT BUREAU 

ore W. Morehead, Library Building 
O. Box 

Phone 9-4325 


MEDICAL - DENTAL CREDIT BUREAU 
310 N. Main Street 

High Point, N. C. 

Phone 88 3-1955 


MEDICAL - DENTAL CREDIT BUREAU 

A division of Carolina Business Services 
Room 10 Masonic Temple Building 

P. O. Box 924 

Wilmington, N. C. 

Phone ROger 3-5191 


MEDICAL - DENTAL CREDIT BUREAU 
212 West Street 
Greensboro, c. 

Phone 3-8255 


MEDICAL - DENTAL CREDIT BUREAU 
220 East 5th Street 

Lumberton, N. C. 

Phone REdfield 9-3283 


MEDICAL - DENTAL CREDIT BUREAU, INC. 
225 Hawthorne Lane 

Hawthorne Center 

Charlotte, c. 

Phone Phanklin 7-1527 


THE MEDICAL - DENTAL CREDIT BUREAU 
Westgate Regional Shopping Center 

Post Office Box 2868 

Asheville, North Carolina 

Phone Alpine 3-7378 
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in bacterial — 


tracheobronchitis 


Panalba: 


promptly 


to gain precious 
therapeutic hours 


Panalba your broad-spectrum 


antibiotic of first resort 


In the presence of bacterial infection, taking a culture to determine 
bacterial identity and sensitivity is desirable—but not always practical 
in terms of the time and facilities available. 

A rational clinical alternative is to launch therapy at once with 
Panalba, the antibiotic that provides the best odds for success. 

Panalba is effective (in vitro) against 30 common pathogens, includ- 
ing the ubiquitous staph. Use of Panalba from the outset (even pend- 
ing laboratory results) can gain precious hours of effective antibiotic 


treatment. 


Supplied: Capsules, each containing Panmycin® Phosphate 
(tetracycline phosphate complex), equivalent to 250 mg. tetra- 
cycline hydrochloride, and 125 mg. Albamycin,* as novobiocin 
sodium, in bottles of 16 and 100. 

Usual Adult Dosage: 1 or 2 capsules 3 or 4 times a day. 

Side Effects: Panmycin Phosphate has a very low order of 
toxicity comparable to that of the other tetracyclines and is 
well tolerated clinically. Side reactions to therapeutic use in 
patients are infrequent and consist principally of mild nausea 
and abdominal cramps. 

Albamycin also has a relatively low order of toxicity. In a cer- 
tain few patients, a yellow pigment has been found in the 
plasma. This pigment, apparently, a metabolic by-product of the 
Grug, is not necessarily associated with abnormal liver function 
tests or liver enlargement. 


Urticaria and maculopapular dermatitis, a few cases of leuko- 
penia and agranulocytosis have been reported in patients 
treated with Albamycin. Most of these side effects usually 
disappear upon discontinuance of the drug. 

Caution: Since the use of any antibiotic may result in over- 
growth of nonsusceptible organisms, constant observation of 
the patient is essential. If new infections appear during ther- 
apy, appropriate measures should be taken. 

Total and differential blood counts should be made routinely 
during prolonged administration of Albamycin. The possibility 
of liver damage should be considered if a yellow pigment, a 
metabolic by-product of Albamycin, appears in the plasma. 
Panalba should be discontinued if allergic reactions that are 
not readily controlled by antihistaminic agents develop 


*Trademark, Reg. U.S. Pat. Off. 
The Upjohn Company 
Kalamazoo, Michigan 


COPYRIGHT 1961, THE UPJOHN COMPANY ak 


Upjohn 
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Put your low-back patient 
back the payroll 


Soma’s prompt relief of pain and stiffness can 
get your low-back patients back to 
work in days instead of weeks 


Soma is unique because it combines the 
properties of an effective muscle relaxant 
and an independent analgesic in a single 
drug. Unlike most other muscle relaxants, 
which can only relax muscle tension, Soma 


attacks both phases of the pain-spasm cycle — 


at the same time. 
Thus with Soma, you can break up both 


pain and spasm fast, effectively ... help 
give your patient the two things he wants 
most: relief from pain and rapid return to 
full activity. 

Soma is notably safe. Side effects are rare. 
Drowsiness may occur, but usually only with 
higher dosages. Soma is available in 350 mg. 
tablets. Usual dosage is 1 tablet q.i.d. 


The muscle relaxant with an independent pain-relieving action 


(carisoprodol, Wallace) 


® 
€ Wallace Laboratories, Cranbury, New Jersey 
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How you can help save 
your patients a month’s pay 


Kestler reports in J.A.M.A. (April 
30, 1960) that conventionally 
treated low-back syndrome pa- 
tients required an average of 41 
days for full recovery (range: 3 to 
90 days). The addition of Soma 
therapy in this comparative inves- 
tigation reduced the average to 
11.5 days (range: 2 to 21 days). 
With Soma, patients averaged full 
recovery 30 days sooner. 
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Income for the members of the 


North Carolina Medical Profession 


Pays From the First Day of Medical Attention Dur- 
ing Total Disability and Total Loss of Time Because 
of SICKNESS or ACCIDENT Originating After the 
Effective Dates of Coverages and For As Long As 

Total Disability, Total Loss of Time and Regular Medical Attention Continue 

NOT FOR ONLY 26 WEEKS — NOT FOR ONLY 52 WEEKS 

BUT EVEN FOR YOUR ENTIRE LIFETIME! 


House Confinement not required at any time. 
Accidental loss of hands, feet or eycsight pays monthly benefits— 
not just a lump sum. 


EXTRA BENEFITS—Double monthly benefits while you are hospi- 
talized payable for as long as three months. 

Cash benefits for accidental death. 

Double income benefits if disabled in specified travel accident 
named in the policy. 


OTHER IMPORTANT FEATURES — Waiver of Premium Provision. 
Limited Commercial Air Line Passenger Coverage. No Automatic 
Termination Age During Policy Period. A Special Renewal Agree- 
ment. 


EFFECTIVE DATES OF COVERAGES — EXCEPTIONS 


This policy covers accidents from Noon of the Policy date and sickness originating more 
than thirty days after the Policy Date, unless specifically excluded — except — the policy 
does not cover, and the premium includes no charge for loss which is caused by: war or any 
act of war or while in military service of any country at war; suicide or attempted suicide; 
insanity or mental derangement; travel outside the United States, Alaska or Canada (un- 
less otherwise extended by rider) and aeronautics or air travel other than limited commer- 
cial air line passenger travel. 


(MP 3208) 


UNITED INSURANCE COMPANY OF AMERICA, 


Lifetime Disability Income Dept. INSURANCE 
301 East Boulevard, Charlotte 3, North Carolina COMPANY 
1 would like more information about your OF AMERICA 


lifetime disability income protection. 


| understand | will not be obligated. Home Office: Chicago 5, Illinois 


or attached letterhead. J you are still healthy 
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PROTECTION IN 


ANGINA 
PECTORIS 


ANTORA... 


PROVIDES 10-12 HOURS 
GRADUAL RELEASE .. . 


Timed Disintegration Capsules, containing 30 mg. 
Pentaerythritol Tetranitrate . . . a clinically proven 
dosage form. For assured 24 hour control, administer 
one Antora capsule before breakfast and one before 
evening meal. ANTORA REDUCES NITROGLYCERIN RE- 
QUIREMENTS . . . IMPROVES EKG TRACINGS . . . 
PROVIDES BETTER EXERCISE TOLERANCE . . . REDUCES 
NUMBER AND SEVERITY OF ATTACKS. Administer with 
caution in glaucoma. 


FOR THE UNDULY 
APPREHENSIVE PATIENT .. . 


“ANTORA-B... 


Timed Disintegration Capsules, containing 30 mg. 
Pentaerythritol Tetranitrate plus 50 mg. Secobarituric 
Acid. Medication is released over 10 to 12 hours with 
fewer side effects and less “hangover” than the long- 
er acting barbiturates. As with Antora, capsules are 
administered only twice daily instead of the usual 
8 to 12 tablets. Administer with caution in glaucoma. 


REFER TO Supplied: Bottles of 60 and 250. 
Literature and clinical samples 
available. 


PHARMACEUTICALS 
1042 WESTSIDE DRIVE 
GREENSBORO, NORTH CAROLINA 
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Work-and-storage centers 
tailored for your treatment rooms 


American Modular is not just a new cabinet 
— it is an entirely new idea! A complete selec- 
tion of work-and-storage centers, arranged and 
positioned exactly where you need them for 
more productive, less fatiguing office hours. 
American Modular centers fit old or new, large 
or small areas —cost less—can be installed 
easily. 


Gives treatment rooms modern, custom look. Smartly-styled 
contemporary design creates a pleasant, more relaxing at- 


mosphere for both doctor and patient. ananenan cA 
CAROLINA SURGICAL SUPPLY COMPANY 


“The House of Friendly and Dependable Service” 


706 TUCKER STREET TEL: TEMPLE 3-8631 
RALEIGH, NORTH CAROLINA 


BRAWNER’S 
SANITARIUM, INC. 


(Established 1910) 
2932 S. Atlanta Road, Smyrna, Georgia 


For the Treatment of Psychiatric Illnesses 
Protection Against Loss of Income i 

from Accident & Sickness as Well as a 
Hospital Expense Benefits for You and 
All Your Eligible Dependents. Modern Facilities 


Approved by Central Inspection Board of 
American Psychiatric Association and the 
DENTISTS 


Joint Committee on Accreditation 
COME Froe 


Jas. N. Brawner, JRr., M.D. 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS Medical Director 

OMAHA 31, NEBRASKA 
Phone HEmlock 5-4486 


Handsome Professional Appointment Book sent to 
you FREE upon request. 


1 
XLII 
| 
\ 
| 
BY... 
PRE 
‘i 
: 


PAPAIN 
IS THE 


to complete, thorough 
vaginal cleansing 


mucolytic, acidifying, 
physiologic vaginal douche 


The papain content of Meta Cine is the key 
reason why it effects such complete cleansing of 
the vaginal vault. Papain is a natural digestant, 
and is capable of rendering soluble from 200- 
300 times its weight of coagulated egg albumin. 
In the vagina, papain serves to dissolve mucus 
plugs and coagulum. 


Meta Cine also contains lactose—to promote 
growth of desirable Doderlein bacilli—and 
methyl salicylate, eucalyptol, menthol and 
chlorothymol, to stimulate both circulation and 
normal protective vaginal secretions. Meta 
Cine’s pleasant, deodorizing, non-medicinal fra- 
grance will meet your patients’ esthetic demands. 


Supplied in 4 oz. and 8 oz. containers, and in 
boxes of 30 individual-dose packets. Dosage: 
2 teaspoonfuls, or contents of 1 packet, in 2 
quarts of warm water. 


BRAYTEN PHARMACEUTICAL COMPANY Chattanooga 9, Tennessee 
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“Touché!” 


cope. © 1992 JAMES THURBER 


For a better way to treat headache, 
prescribe Lrancoprine 


How Trancoprin relieves pain: Because most pain is accompanied by muscle spasm and tension, good medical 
practice suggests use of an analgesic that will relax skeletal muscles as well as dim pain perception. Such an analgesic 
is Trancoprin — a combination of aspirin and Trancopal®, a proved, safe, skeletal muscle relaxant and tranquilizer. 
Trancoprin can be prescribed for any pain, except pain of such severity that a narcotic is needed. 


Dosage: Adults, 2 tablets three or four times daily; children (5 to 12 years), ° 
1 tablet three or four times daily. Each tablet contains 300 mg. of aspirin 


LABORATORIES 
and 50 mg. of Trancopal (brand of chlormezanone). Bottles of 100 tablets. 


New York 18, N.Y. as7am 
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True SU-S-TAI-N-E-D Action 
in Steroid Therapy 


prednisolone 


PELSU 


Only 
Pelsules 
Daily 


Maintenance Dose 


= Better therapeutic response 
m= Reduced daily dosage 
@ Fewer side effects 


= Greater safety, convenience 
and economy 


“Now, for the first time, 
__ the benefits of steroid therapy 

are enhanced by sustained relec 
PREDLON PELSU LES, 


USES: Rheumatoid arthritis, 
‘disseminated lupus erythematosus 
allergicdiseases,and 

other conditions where the _ 

use of steroids is indicated. i 


SUPPLY: PREDLON 5 mg. 
isavailablein bottles 
30 and 100 Pelsules 


*trademark for timed disintegration capsules 
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SUCCESSFUL FAMILY 
PLANNING...BASED ON 
YOUR COUNSEL AND 


LANESTA GEL 


Every young couple about to be married needs advice of all sorts, and they'll get it, too — from every- 
body — some good, some bad. But some of the most valuable counsel they can get — help in planning 
their own family — comes best from you. Their family happiness for many years can depend on what 
you suggest to them, including your recommendation for the use of Lanesta Gel. 


Lanesta Gel, with or without a diaphragm, is a most effective means of conception control. Lanesta Gel 
offers faster spermicidal action because it rapidly diffuses into the seminal clot. In fact, Gamble 
(“Spermicidal Times of Commercial Contraceptive Materials — 1959"*) found the mean diffusion 
spermicidal time of Lanesta Gel to be three to seven times faster than the mean diffusion times of ten 
leading commercially available contraceptive creams, gels, or jellies. 


Lanesta Gel has complete esthetic acceptance and is well tolerated. *cambie,c. P.: Am. Pract. & Digest. Treat. 11:852 (Oct.) 1960. 


A PRODUCT OF LANTEEN® RESEARCH —@{ige Distributed by 
Supplied by Esta Medical Laboratories, Inc., Alliance, Ohio BREON LABORATORIES INC., New York 18, N. Y. 
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How to use 


Trancopale 


Brand of chlormezanone 


in 
musculoskeletal 
“splinting” 


Although “splinting” of a joint by 
skeletal muscle spasm is often pro- 
tective, it can go too far or continue 
too long. Then spasm, pain and dis- 
use may lead to wasting. 


When you prescribe Trancopal, 
you can prevent “oversplinting.” 
Trancopal will relax the spasm, ease 
the pain and get the muscle work- 
ing again. Relaxation generally be- 
gins within half an hour, and the 
effects of one tablet last from four to 
six hours. 


In addition to relaxing the muscle, 
Trancopal will mildly tranquilize 
the patient, reducing the restless- 
ness and irritability that so often 
accompany discomfort. With Tran- 
copal, the patient can soon start 
purposeful exercise and physical 
therapy. 


Trancopal has been found very 
effective in the treatment of pa- 
tients with low back pain (lum- 
bago), neck pain (torticollis ), bur- 
sitis, fibrositis, myositis, ankle sprain, 
tennis elbow, osteoarthritis, rheu- 
matoid arthritis, disc syndrome and 

stoperative muscle spasm. Tran- 

He needs his muscles working properly— cette available in 200mg. Caplets® 

’ (green colored, scored) and in 100 

when they aren t, he needs mg. Caplets (peach colored, scored), 
bottles of 100. 


lranco al Dosage: Adults, 1 Caplet (200 mg.) 
three or four times daily; children 
(5 to 12 years), from 50 to 100 mg. 

three or four times daily. 


LABORATORIES 
New York 18,N.Y. 
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WHEN 
THE PATIENT 
WITHOUT 
chronic constipation, 

flatulence, belching, 


intestinal atony, 
indigestio 


CONSIDER 


NEOCHOLAN® 


Your patient will often respond promptly to Neocholan therapy. It greatly increases the flow of 
thin, nonviscid bile and corrects biliary stasis by flushing the biliary system. It also relaxes intesti- 
nal spasm, resulting in an unimpeded flow of bile and pancreatic juice into the small intestine. 
Neocholan helps to promote proper digestion and absorption of nutrients. It also encourages 
normal peristalsis by restoring intestinal tone. 


Each tablet provides: Dehydrocholic Acid Compound, wr Pp PITMAN-MOORE COMPANY 


P-M Co. 265 mg. (Dehydrocholic Acid, 250 mg.); 
Homatropine methylbromide 1.2 mg.; Phenobarbital DIVISION OF THE DOW CHEMICAL COMPANY ‘e 
INDIANAPOLIS 6, INDIANA 


8,0 mg. Supplied in bottles of 100 tablets, 
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“in respiratory allergies 


Orally-administered triple antihistamines plus two effec- 
tive decongestant agents—to prevent histamine-induced 
dilatation and exudation of the nasal and paranasal 
capillaries and to help contract already engorged capil- 
laries, providing welcome relief from rhinorrhea, stuffy 
noses, sneezing and sinusitis. 


conzyenient 
dosage forms 


TRISTACOMP TABLETS 


Each sustained release tablet: 


TRISTA 


Chlorpheniramine Maleate 2.5 mg. 
Phenyltoloxamine Citrate 12.5 mg. Any 
Pyrilamine Maleate 25.0 mg. CONGESTANT 

Phenylephrine Hydrochloride 10.0 mg. 

Phenylpropanolamine Hydrochloride 30.0 mg. 


Dosage: One tablet morning and night 


TRISTACOMP LIQUID 
fach 5 cc teaspoonful provides one-fourth the above 
formula. 

Dosage: Adults, two teaspoontuls three to four times 
daily. Children, one-half to two teaspoon‘uls, 
according to age. 


* 
By 0 q 
PRODUCTS CO., INC. 
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SQUIBB VITAMINS FOR THERAPY 


For your patients with infections or other illnesses 
who need therapeutic vitamin support. Each 
Theragran supplies the essential vitamins in truly 
therapeutic amounts: 


Thsamine . 10 nig. 
Pyridoxine Hydrochloride... 5 mg. 
Calcium .... ....20- me. 


Vitamin 


Squibb Quality—the Priceless Ingredient 


“‘Theragran’® is a Squibb trademark 
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@@nutrition...present as a modifying or complicat- 


ing factor in nearly every illness or disease state9® 


1. Youmans, J. B.: Am. J. Med. 25:659 (Nov.) 1958 


cardiac diseases ‘Who can say, for example, whether the patient chronically 
ill with myocardial failure may not have a poorer myocardium because of a moderate 
deficiency in the vitamin B-complex? Something is known of the relationship of vitamin 
C to the intercellular ground substance and repair of tissues. One may speculate upon 
the effects of a deficiency of this vitamin, short of scurvy, upon the tissues in chronic 


disease. “ 9 Kampmeier, R.H.: Am. J. Med. 25:662 (Nov.) 1958 


arthritis “It is our practice to prescribe a multiple vitamin preparation to patients 4 
with rheumatoid arthritis simply to insure nutritional adequacy . . .’* 


3. Fernandez-Herlihy, L: Lahey Clinic Bull. 11:12 (July-Sept.) 1958 


digestive diseases Symptoms attributable to B-vitamin deficiency are com- 
monly observed in patients on peptic ulcer diets.‘ Daily administration of therapeutic 
vitamins to patients with hepatitis and cirrhosis is recommended by the National 


3] 5 4. Sebrell, W.H.: Am. J. Med. 25:673 (Nov.) 1958. 5. Pollack, H., and Halpern, S. L.: Therapeutic Nutrition 
Research Council. National Academy of Sciences and National Research Council, Washington, D. C., 1952, p. 57 


degenerative diseases “Studies by Wexberg, Jolliffe and others have indi- 
cated that many of the symptoms attributed in the past to senility or to cerebral arterio- 
sclerosis seem to respond with remarkable speed to the administration of vitamins, 
particularly niacin and ascorbic acid. These facts indicate that the vitamin reserve of 
aging persons is lowered, even to the danger point, more than is the case in the average 
6 


6, Overholser, W., and Fong, T.C.C. in Stieglitz, E. J.: Geriatric Medicine, 3rd edition, J. B. Lippincott, Philadelphia, 1954, p. 264. 


American adult.” 


infectious diseases Infections cause a lowering of ascorbic acid levels in the 


plasma; and the absorption of this vitamin is reduced in diarrheal states.’ 7. cotdsmitn, 6 a. 
Conference on Vitamin C. The New York Academy of Sciences, New York City, Oct. 7 and 8, 1960. Reported in: Medical Science 8:772 (Dec.10) 1960. 


diabetes Diabetics, like all patients on restricted diets, require an extra source 
of vitamins.* “Rigidly limiting the bread intake of the diabetic patient automatically 
eliminates a large amount of thiamin from the diet....There is some evidence of 
interference with normal riboflavin utilization during catabolic episodes.’”® 


8. Duncan G.G.: Diseases of Metabolism 4th edition W.B. Saunders, Philadelphia, 1959, p. 812. 9. Pollack, H.: Am. J. Med. 25:708 (Nov.) 1958. 


FOR FULL INFORMATION SEE YOUR SQUIBB PRODUCT REFERENCE OR PRODUCT BRIEF. 
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After 10 weeks 
of therapy— 

a clear skin, 

a new personality, 
a new world of 
fun and laughter 


pHisoHex, used as a daily, exclusive 
wash, enhances any treatment for 
acne. Because it contains 3 per cent 
hexachlorophene, it supplies continuous 
antibacterial action to help combat 
the infection factor. pHisoHex 
cleanses better than soap because 

it is 40 per cent more surface-active. 
Used together, pHisoHex and new 
keratolytic pHisoAc Cream provide 
basic complementary topical therapy 
for patients with acne—to unplug 
follicles and to help prevent 
comedones, pustules and scarring. 
New pHisoAc Cream dries, peels and 
helps degerm the skin; flesh-toned, it 
tends to hide acne lesions as they heal. 
pHisoHex, in unbreakable squeeze 
bottles of 5 oz. and NEw plastic bottles 
of 1 pint; pHisoAc in 11 oz. tubes. 
pHisoHex and pHisoAc, trademarks reg. U.S. Pat. Off, 


uithnop LABORATORIES 
New York 18, N.Y. 


For Acne-[)HISOHEX’ and 


CLINICAL PHOTOGRAPHS 


cne vulgaris before treatment 


For treatment at home, this patient 
washed her face daily with pHisoHex 
and kept pHisoAc on her face twenty- 
four hours a day. 


Nine office treatments consisted of 
mechanical removal of blackheads and 
applications of carbon dioxide slush. 
No other medication was given. 


After 10 weeks of therapy 


antibacterial, nonalkaline, nonirritating, 
hypoallergenic detergent 


DHisoAc’ cream 


keratolytic 
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Winthrop Laboratories 


neurological patients. 


Hospital and out-patient services. 


Dr. JAMES ASA SHIELD 


Dr. WEIR M. TUCKER 


TUCKER HOSPITAL, Inc. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. GEORGE S. FULTZ 


Dr. AMELIA G. Woop 
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.. when corticosteroid therapy isi dicated : 


3 cia. ” patients ae 
for “special-problem” patients. 
4 


in rheumatoid arthritis 


Aristocort 


Triamcinolone LEDERLE 


UNSURPASSED ‘‘GENERAL- PURPOSE” STEROID 
OUTSTANDING FOR “‘SPECIAL-PURPOSE” THERAPY 


ARISTOCORT Triamcinolone has long since proved its unsurpassed efficacy and 
relative safety in treating rheumatoid arthritis. Mounting clinical evidence has 
shown that ARISTOCORT is also highly valuable for the “special-problem” arth- 
ritic — the patient who, because of certain complications, was hitherto con- 
sidered a poor candidate for corticosteroids. 


for example: 
SPECIAL PROBLEM: ANXIETY-TENSION 
When triamcinolone was used, euphoria and psychic unrest rarely occurred. 
(McGavack, T. H.: Clin. Med. 6:997 [June] 1959.) 


SPECIAL PROBLEM: OVERWEIGHT 

No patient developed voracious appetite on triamcinolone. Preferable for the 
overweight person whose appetite is undesirably stimulated by other steroids. 
(Freyberg, R. H.; Berntsen, C. A., Jr., and Hellman, L.: Arthritis & Rheu- 
matism 1:215 | June| 1958.) 


SPECIAL PROBLEM: EDEMA 
Since it does not produce edema, triamcinolone is useful in rheumatoid arthritis 
patients with cardiac decompensation who need steroid therapy. (Hollander, 


J. L.: J.A.M.A. 172:306 [Jan. 23] 1960.) 


SPECIAL PROBLEM: HYPERTENSION 

Triamcinolone may be included among the currently available antirheumatic 
steroids having the least tendency to cause sodium retention. (Ward, L. E.: 
J.A.M.A. 170:1318 [July 11] 1959.) 


Hypertension did not result from triamcinolone therapy. Existing hypertension 
was reduced sometimes. This may have been due to lack of sodium retention. 
(Freyberg, R. H.; Berntsen, C. A., Jr., and Hellman, L.: Arthritis & Rheu- 
matism 1:215 [June] 1958.) 


Precautions: Collateral hormonal effects generally associated with corticosteroids 
may be induced. These include Cushingoid manifestations and muscle weakness. 
However, sodium and potassium retention, edema, weight gain, psychic aberration 
and hypertension are exceedingly rare. In the treatment of rheumatoid arthritis, dos- 
age should be individualized and kept at the lowest level needed to control symptoms. 
Dosage should not exceed 36 mg. daily without potassium supplementation. Drug 
should not be withdrawn abruptly. Contraindicated in herpes simplex and chicken 
pox. 

Supplied: Scored tablets—1 mg. (yellow) ; 2 mg. (pink); 4 mg. (white) ; 16 mg. (white). 

Also available— syrup, parenteral and various topical forms. 


Request complete information on indications, dosage, precautions and contraindica- 
tions from your Lederle representative or write to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, ee River, New York 


: 
| 
wa 


when allergy dooms large ent 


hydrochloride, Parke-Davis) is available 
in @ Variety of form@iumaing: Kapseals® of 50 mg.; Capsules of 25 mg.; Emplets® 
(enteric-coated tabi fs) in aqueous soiutions: 1-cc. Ampoules, 50 mg. per 
cc.; 10- and 30-cc ats 10 mg. per cc.; Elixir, 10 mg. per 4 cc.; 2% Ointment 
{water-miscible of 50 meg. BENADRYL Hydrochloride with 25 mg. 
ephedrine sulfates AVOId Subcutaneous or perivascular injection. Single 
parenteral GOSMEageemser tnan 100 mg. should be avoided, particularly in hyperten- 
sion and cardi@esesemseerroducts containing BENADRYL should be used cautiously 
with hypnotiguammemenmedatives: if atropine-like effects are undesirable; or if the 
patient Gngamemmemmtnities requiring alertness or rapid, accurate response. 
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relieves the symptoms of seasonal allergy 


What may be insignificant undergrowth to some, can seem to engulf 
others who suffer from weed-pollen allergy. For such patients, BENADRYL 
provides a twofold therapeutic approach to the management of distress- 
ing symptoms. 

antihistaminic action A potent antihistaminic, BENADRYL breaks 
the cycle of allergic response, thereby relieving nasal congestion, sneez- 
ing, lacrimation, and pruritus. 


antispasmodic action Because of its inherent atropine-like prop- 
erties, BENADRYL affords concurrent relief of 


bronchial and gastrointestinal spasm. PARKE-DAVIS 


61861 
PARKE, DAVIS &4 COMPANY, Detroit 32, Michigan 
antihistaminic-antispasmodic 


LERGENS 
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new... 
prolonged 
antipruritic action 
in a pleasant-tasting 
chewable tablet 


chewable tablets 


METHDILAZINE, MEAD JOHNSON 


prolonged antipruritic /antiallergic action... 


| not dependent on delayed intestinal release ae 


Itching in children can now be controlled on b.i.d. dosage with a long-acting! 
antipruritic/antiallergic chewable tablet your pediatric patients will enjoy taking. 
They can also benefit by the effectiveness of Tacaryl Hydrochloride in controlling symptoms 
in a wide variety of allergic conditions,?8 including hay fever and perennial rhinitis. 


dosage: One Chewable Tablet (3.6 mg.) twice daily. Adjustment of dose or interval may be desirable for some patients. 
contraindications: There are no known contraindications. 

side effects: Drowsiness has been observed in a small percentage of patients. Dizziness, nausea, headache, and dryness of mucous 
membranes have been reported infrequently. 

cautions: If drowsiness occurs after administration of Tacaryl Chewable Tablets or Tacaryl Hydrochloride, the patient should 
not drive a motor vehicle or operate dangerous machinery. Since Tacaryl Chewable Tablets or Tacaryl Hydrochloride 

may display potentiating properties, it should be used with caution for patients receiving alcohol, analgesics or sedatives 
(particularly barbiturates). Because of reports that phenothiazine derivatives occasionally cause side reactions such as 
agranulocytosis, jaundice and orthostatic hypotension, the physician should be alert to their possible occurrence... though no 
such reactions have been observed with Tacaryl Chewable Tablets or Tacaryl Hydrochloride. 

supplied: Pink tablets, 3.6 mg., bottles of 100. 


references: (1) Lish, P. M.; Albert, J. R.; Peters, E. L., and Allen, L. E.: Arch. internat. pharmacodyn. 129:77-107 (Dec.) 1960. 
(2)Howell, C. M., Jr.: North Carolina M. J. 2/:194-195 (May) 1960. (3) Clinical Research Division, Mead Johnson & Company. 


(4) Wahner, H. W., and Peters, G. A.: Proc. Staff Meet. Mayo Clin. 35:161-169 (March 30) 1960. (5) Crepea, S. B.: J. Allergy 3/:283-285 
(May-June) 1960. (6) Crawford, L. V., and Grogan, F. T.: J. Tennessee M. A. 53:307-310 (July) 1960. (7) Spoto, A. P., Jr., and 
Sieker, H. O.: Ann. Allergy 18:761-764 (July) 1960. (8) Arbesman, C. E., and Ehrenreich, R.: New York J. Med. 6/:219-229 (Jan. 15) 1961. 


Mead Johnson 
Laboratories 


Symbol of service in medicine 
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